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A 4 N is an acidic substance 


— sparingly soluble 


D P R fi is substantially neutral, 


stable, soluble and palatable — 
and in solution forms calcium aspirin 
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a new approach to the treatment 
of anxiety tension... 
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“the only drug we have seen 
that allays anxiety without 


clouding consciousness.” 
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Count the Firestones 
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The emergence of thoracic surgery as a separate and 
specialized branch of surgery is of comparatively recent 
origin, although for many years general surgeons have 
performed operations on the chest. The thoracic surgeon 
of to-day should be more than a skilled surgical tech- 
nician, and should possess a thorough basic knowledge of 
the medical aspects of chest disorders. 

Advances in the recognition and therapy of chest 
diseases have been manifold and revolutionary, and it is 
of major importance to the thoracic surgeon to keep him- 
self informed of the contents of the wealth of literature 
which is now being devoted to this young and specialized 
branch of surgery. 

In order to appreciate the significance of the recent 
advances in treatment, let us briefly survey the treatments 
previously employed. It may be stated that the history 
of thoracic surgery is synonymous with that of pulmonary 
tuberculosis, which has afflicted mankind for thousands 
ot years. 

Hippocrates described tuberculosis, and called it 
* phthisis *, and prescribed treatment along general lines. 
In his Breviary of Health Andrew Boorde wrote in 1557: 
* Prisis is the Greek word. In Latin it is named Con- 
sumptio. In English it is named a consumption or a 
wasting, and there be two kinds . . . and some doth say 
that this impediment doth come of an vicerous matter 
in the lungs. The remedy: ‘Cherish them with meats 
and drinks and let them beware of anger and hastiness. 
Use milk and sugar and drink no wine—use nutritive and 
restorative meats.” 

In 1655, according to Brownlee, phthisis was respon- 
sible for more than 20 per cent of all the deaths in Lon- 
don. A great variety of home cures existed at that time, 
and it may be pertinent to remark that these cures were 
similar to many of the present-day remedies and equally 
unpleasant and useless. 

The cause of the disease was as yet unknown, and while 
attempts were being made to solve the mystery, new and 
varied measures of treatment were constantly being 
employed. Physicians, in the early part of the nineteenth 
century, recognized the fact that in certain circumstances 
phthisis underwent a ‘cure’. Early Greek physicians had 
described how the catastrophe of a spontaneous pneumo- 
thorax occasionally resulted in dramatic improvement in 
the patient's condition. 

In 1821 Carson suggested that the induction of a 
pneumothorax might terminate the disease process. This 


*A paper presented at the Second National Conference on 
Tuberculosis, held in Cape Town, on 10 May 1951. 


THE DEVELOPMENT OF THORACIC SURGERY* 
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Town 


was the first actual step in treatment by collapse measure, 
and Forlanini in 1892 and Murphy in 1898 subsequently 
instituted collapse therapy for their tuberculous patients. 
This treatment, which has been practised for about 60 
years, has passed through many phases of popularity and 
uncertainty. The actual cause of the disease had been 
discovered 10 years earlier, ic. 69 years ago Koch dis- 
covered the causal bacillus of tuberculosis. 

The treatment of pulmonary tuberculosis by collapse 
therapy was the first outstanding advance in the manage- 
ment of this disease. Naturally there was a considerable 
variation in the results achieved by this treatment, 
dependent on the degree to which the lung parenchyma 
was involved. Great acumen on the part of the physician 
was required to conduct an adequate clinical examination 
and to assess the results of treatment, as in these early 
days of collapse therapy no radiological aids existed. The 
great strides in the exact diagnosis and precise localization 
of the tuberculous infection have come only within recent 
years. Though Forlanini and Murphy achieved consider- 
able success, a large number of patients remained for 
whom it was impossible to induce a pneumothorax, and 
in whom the pleural cavity had become obliterated as a 
result of the disease. 

In 1888, before the attempts at pneumothorax treatment 
had been introduced, Quincke and Spengler proposed re- 
moval of ribs over rigid tuberculous cavities. This was 
proved to be inadequate and Brauer, a physician, asked 
Friedrich to perform a complete thoracoplasty in order to 
achieve better collapse effects. In the early part of this 
century Sauerbruch improved the technique and the results 
by dividing the operation into stages. 

Fifty years ago, therefore, the treatment of pulmonary 
tuberculosis was by means of collapse therapy, supple- 
mented by the ordinary and well-known general measures 
for maintaining a high resistance to the disease. The 
main aim of treatment was directed towards compression 
of the diseased lung, which allowed healing to take place 
by fibrosis and calcification. Radiographic examination 
in the few selected cases permitted the visualization of the 
effects of treatment. All the procedures were carried out 
under local infiltration anaesthesia. 

Towards the end of the 19th century Tuffier and Baer 
attempted to treat the disease, and they reported healing 
of some tuberculous cavities by the insertion of plombs, 
Le. the packing of gauze into the spaces. 

The idea of rest as a positive form of treatment was 
suggested by workers engaged in the performance of 
collapse therapy. Their investigations into the physiology 
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of respiration suggested that not only was the lung com- 
pressed, but that it had also been placed in a position of 
maximum rest. In 1904 Sauerbruch performed the first 
phrenic nerve operation, but it was not for the treatment 
of pulmonary tuberculosis. In 1911 Stuertz suggested 
phrenic paralysis as a practical form of treatment for 
tuberculous disease. In later years the effects of phrenic 
nerve Operations were observed under the fluorescent 
screen, and the physiologists proved to their own satisfac- 
tion that the lung on the * paralysed side’, did less work 
and was therefore rested 

It should be repeated here that the treatment of pulmon- 
ary tuberculosis in suitable cases consisted essentially of 
collapse measures either by pneumothorax or thoraco- 
plasty. Pneumothorax treatment was carried out by an 
increasing number of physicians, while thoracoplasty 
could only be performed by a small number of specially 
trained surgeons. Simultaneously, investigators were try- 
ing to find methods of killing the etiological agent itself. 

Bernhard and Rollier in 1903 stated that the general 
condition of tuberculous patients could be considerably 
improved by carefully regulated doses of sunlight. This 
heliotherapy, by raising the general state of the patient, 
allowed the natural defences of the body to play their 
part in coping with the bacilli. Some time later Moll- 
gard instituted the treatment of injections of gold salts, 
which in many cases proved effective, but in others led 
to the severe toxic effects of metallic poisoning. 

This, the first anti-bacterial substance used in the treat- 
ment of tuberculosis, was the fore-runner of a very impor- 
tant period. In 1913 Jacobaeus recognized the short- 
comings of pneumothorax treatment. Although a pneumo- 
thorax could be induced in many cases, the clinical course 
of the disease was often uninfluenced by the treatment, 
and in many instances it was followed by dramatic and 
serious consequences. The introduction of radiography 
demonstrated that the efficacy of the pneumothorax was 
often vitiated by the presence of adhesions. Jacobaeus 
devised a surgical instrument which divided adhesions by 
means of an electrocautery, and this operation helped to 
convert many of the ineffective pneumothoraces into 
valuable and useful measures of treatment. 

Countless good pneumothorax results proved that the 
lung healed because of concentric relaxation. This meant 
that the diseased area healed by a process of retraction 
and fibrosis. It was equally clear. that simple compression 
on a lung in the presence of adhesions resulted in dis- 
tortion of an underlying cavity Instead of a circular 
cavity retracting in all directions, adhesions often led to 
the conversion of a rounded cavity into an oval or even 
flattened space, with ultimate progression of the disease 
This view was confirmed by pathologists who had had 
the opportunity of examining many of the diseased lungs. 
The paravertebral thoracoplasty of Sauerbruch often 
failed to close cavities because it distorted a cavity by 
lateral compression 

In the Scandinavian countries workers were reviewing 
this problem and in 1935 Semb, Holst and Bull modified 
the technique of the thoracoplasty operation of Sauer- 
bruch. Their operation not only compressed the lung, but 
also allowed retraction to take place and this, combined 
with an extra-fascial apicolysis and thoracoplasty, helped 
to increase the proportion of so-called ‘cures’. Simul- 


taneously Graf and Smit devised an extra-pleural pneumo- 
thorax operation, which was another attempt to copy the 

concentric relaxation effect of a good pneumothorax. It 

was applied to those cases in which a stripping operation 

was indicated as no free pleural space existed. In London, 

Roberts of the Brompton Hospital further modified this 

procedure. 

Concurrently with these events in the field of thoracic 
surgery came great advances in anaesthesia. In 1846 
general anaesthesia with ether was first employed by 
Morton in the Ether Dome at the Massachusetts General 
Hospital in Boston, and 1847 Simpson of Edinburgh used 
chloroform. Surgeons in those days were always fearful 
of chest operations because of the risk of a sudden 
collapse of the lung. Attendant on the opening into a 
pleural cavity was a * mediastinal flutter’ and death. 

With the introduction of positive pressure anaesthesia 
in 1905, the pleural cavity could be opened without unto- 
ward effects. In 1933 Evarts Graham performed the first 
total pneumonectomy for carcinoma of the lung. Before 
this, lobes of the lung had been removed successfully. 
By 1935 resection of a lobe or an entire lung had become 
an accepted chest operation. A special tourniquet was 
employed, and following on its application, the lung tissue 
was amputated. 

Up to this time many surgeons were performing 
collapse therapy for pulmonary tuberculosis. Unfortu- 
nately, in many cases the disease was too extensive to 
permit of this form of treatment. If the patient's vital 
capacity was too low, nothing was achieved by collapsing 
a lung by a pneumothorax or a thoracoplasty. The 
Jacksons of Philadelphia had perfected the technique of 
bronchoscopy, and physiologists were able to measure the 
exact capacity of each lobe. Broncho-spirometry and 
bronchoscopy thus demonstrated the exact limits within 
which the vital capacity could be safely reduced, and these 
measurements of pulmonary function helped to decide 
which cases were suitable for major collapse therapy. 

All surgeons who operated on the chest had the great 
fear that if they opened directly into a tuberculous lung 
or inadvertently removed a tuberculous lobe of the lung, 
a fatal outcome would result. The operation incision, 
becoming infected with tuberculous disease, usually gaped 
open and the patient endured a great deal of suffering 
preceding his death. 

The purpose of all tuberculous operations, it was stated, 
was quite clear. Lung tissue should be compressed and 
collapsed, but the diseased area should not be incised or 
»pened up 

By 1940 the existing treatments of pulmonary tuber- 
culosis could be summarized as foliows: 

(a) Cases which were too extensive for any active measures 
of treatment 

(b) Cases for which collapse treatment could be attempted 

The order of treatment was usually as follows 

|. Artificial pneumothorax 

2. Extra-pleural pneumothorax was attempted if the artificial 
pneumothorax failed, or if the patient was seriously ill. 

3. Thoracoplasty as a last resort if the previous two 
measures failed. 

Some thoracic surgeons were already considering what 
was regarded as a ‘primary thoracoplasty* for cases in 
which artificial pneumothorax would probably fail, and 
Rafferty had expressed his view that disease which caused 
permanent damage to the lung should have a primary 
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permanent form of collapse treatment such as a thoraco- 
plasty. 

Approximately at this time the next great change of 
outlook was witnessed. Chest physicians and surgeons 
were beginning mentally to divide pulmonary tuberculosis 
into two types—firstly, the type in which the damage was 
early and reversible, which suggested that restituto ad inte- 
grum was almost possible. Secondly, the type in which 
the affected part of the lung was permanently damaged 
and the changes were therefore irreversible. 

At this time, the operation of phrenic paralysis occupied 
an uncertain position. The paralysis could be either 
temporary or permanent, depending on the type of 
operation performed. Some surgeons were doing per- 
manent operations which consisted of exoresis of the 
phrenic nerve. Others considered a temporary paralysis 
adequate, as it gave the lung some degree of rest and 
usually lasted for six to nine months, after which time 
the diaphragm recommenced its normal contractions 
This temporary procedure, however, was of very little, if 
any value in cases evidencing extensive and permanent 
lung damage. 

In 1945, treatment by means of artificial pneumoperi- 
toneum was introduced in combination with a phrenic 
paralysis for those many cases in which the disease was 
very extensive, or in which an artificial pneumothorax 
had been attempted unsuccessfully. A pneumoperitoneum 
and a phrenic paralysis on the worst side effected great 
elevation of both leaves of the diaphragm, the lung being 
compressed from below, and this was followed in many 
cases by arrest of the disease. 

Let us review the position up to this point. Treatment 
by means of artificial pneumothorax and pneumoperi- 
toneum was being performed by physicians who were also 
doing their own adhesion sections and phrenic paralyses. 
The surgeon, on the other hand, was doing the major 
surgery such as extrapleural pneumothoraces and thoraco- 
plasties. He was, in fact, in many cases receiving patients 
for treatment after the physician had failed with his more 
conservative measures. Roberts and Tudor-Edwards. of 
the Brompton Hospital, repeatedly voiced their disapprovs! 
of this scheme. Cases would reach them after years of 
unsuccessful medical treatment. Ineffective pneumo- 
thoraces and pneumothorax cases with severe complica- 
tions were being referred for surgical treatment. Many 
of these cases had originally been suitable for surgical 
treatment. These two thoracic surgeons reiterated the 
importance of the patient's being seen by a consultative 
team at the commencement of treatment. The important 
point that they emphasized was that the thoracic surgeon 
had been trained ‘0 be both physician and surgeon, where- 
as the thoracic physician had had no experience of major 
chest surgery 

In the past, observers had repeatedly stressed the impor- 
tance of the study of the pathological changes which 
occurred in the diseased lung. Coryllos had published 
his views on cavity formation and development. With 
increasing experience in bronchoscopy, observers were 
enabled to examine the bronchial tree as a routine pro- 
cedure. The ordinary bronchoscope gave a range of view 
which, though limited. was adequate for the purpose. It 
soon became evident from these studies that certain cases, 
apparently suitable for collapse treatment radiographically, 
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were actually completely unsuitable. In fact, the presence 
of bronchial and tracheal disease was recognized as a 
definite contra-indication to this form of treatment. 

Responsible thoracic surgeons wondered why _ these 
contra-indications could only be detected on broncho- 
scopy. Clinical examination often indicated the presence 
of bronchial narrowing, which was a contra-indication to 
collapse therapy because of (he serious complications. 
The serious complication of atelectasis, with failure to re- 
expand, sometimes occurred without any previous clinical 
sign of bronchial narrowing. The cause of the lesion in 
the bronchus was presumably beyond the range of the 
usual bronchoscope. 

Bronchography has been used for many years. Ewart 
in 1889 wrote a classic monograph on the subject. Since 
1930 it has been used extensively in the diagnosis of chest 
diseases. The introduction of iodized oil into the bronchial 
tree before radiography provides a record of the state of 
the bronchial walls as far as the finest bronchioles and 
makes it possible, therefore, to obtain accurate informa- 
tion of the state of the bronchi. 

Furthermore, bronchography has demonstrated that 
though many of those cases have shown good results on 
collapse treatment, the conclusions we have drawn have 
been inaccurate. The tuberculous disease may appear to 
be under control, but the affected part of the lung is so 
disorganized that it can only constitute a menace to the 
patient 

As a result of the clinical, radiographic and broncho 
graphic examinations, it has become possible to classify 
patients into two main groups. 

1. Those in whom the disease appears reversible, and for 
whom temporary measures of treatment will suffice. 

2. Those cases in which the tuberculous process has caused 
irreversible damage, and for whom permanent measures of 
treitment are necessary. 

From about 1938 onwards, surgeons started abandoning 
the torniquet method of resection of the lung. Careful 
dissection of the pulmonary hilum and the ligation of 
each of the individual structures produced infinitely better 
results. The incisions healed well and bronchial fistulae 
were less frequently seen. This improvement was also in 
large measure due to the discovery of Penicillin by 
Fleming of St. Mary’s Hospital in 1928. This work was 
pursued by Florey, and in the early part of World War 
Il, Penicillin became generally available. 

Many thoracic surgeons must have had the experience 
of removing the lobe of a lung for bronchiectasis by the 
hilar dissection technique, and discovering on histological 
examination that tuberculosis was the basis of the lesion. 
Healing, however, occurred by first intention. This experi- 
ence made us wonder about the procedure of lobectomy 
as direct primary treatment of tuberculosis. A few years 
back. Sweet, at the Massachusetts General Hospital, 
reported on a series of resections for tuberculosis, but so 
many patients were left with a residual positive sputum 
after operation that this method of treatmert seemed of 
little value. Subsequently further developments in the 
study of the antibiotics have occurred. Since 1945 
Streptomycin, which is the first really effective antibiotic 
in this field, has become available. It has been of 
enormous value in the treatment of tuberculosis. The 
public, often badly or incompletely informed, believed 
that a cure for tuberculosis had been discovered at last. 


a2 
7 
We 
¥ 
vy, 
a 
4 


904 


A. 


The effect of Streptomycin ts very definite. Where un- 
collapsed tuberculous cavities are present, Streptomycin 
has little effect, and the organisms may actually develop 
a resistance to the drug. To-day, its use is essentially 
bacteriostatic, i.e. once the source of the tubercle bacilli 
is controlled, the Streptomycin will aid in eradication of 
the disease. Newer drugs have since been discovered, such 
as P_AS. or para-amino salicylic acid, and TBI or Semi- 
thio-carbozone. Streptomycin and P.A.S. are the two 
drugs which have made it possible for the surgeon to 
carry out major operations without the fear that the 
incision area will become infected with tuberculosis 
These drugs temporarily suppress the infection, and if the 
entire diseased area can be removed during this period of 
suppression, the surgeon's aim will have been realized 

Surgical techniques have undergone changes. Nelson 
of St. Bartholomew's Hospital, and later Churchill of the 
Massachusetts General, with Belsey from the Brompton, 
instituted the procedure of resection of segments of pul- 
monary lobes. Segmental resection of almost any of the 
pulmonary segments has become almost a standard pro- 
cedure since Overholt of Boston described the operation. 
This of course, has been a result achieved primarily by 
accurate localization of the bronchi and their vascular 
distributions 

Much work has been done by many observers, notably 
by Foster Carter and Brock of the Brompton, who were 
particularly concerned with the bronchial distribution in 
relation to the surgical treatment of lung abscess. This 
therapy in itself had undergone revolutionary changes 
since the discovery of Penicillin. 

The problem is still one of enormous numbers of 
patients and very few hospital beds for a disease which 
takes a long time to treat. There are still not enough 
doctors sufficiently trained to make them capable of deal- 
ing with this serious problem 


TaAPaZOLt IN THE TREATMENT OF HYPERTHYROIDISM 


lodine seldom provides either complete or prolonged control 
of hyperthyroidsm, and for this reason it has not been entirely 
satisfactory In 1943, thiourea and thiouracil, introduced by 
Astwood, provided complete control for indefinitely prolonged 
periods These compounds, however, produced side-effects, 
among which agranulocytosis was the most serious 
derivatives of thiouracil revealed 
that propylthiouracil is not only more potent, but the total 
incidence of side-effects is about 2.7". as compared with the 
total incidence of 13.1 for thiouracil and 14.2 for methyl- 
thiouracil 

In 1949 Stanley 
mercaptoimidazole 
be the most potent 


Investigations of several 


and Astwood reported on 1-methy!-2- 
which clinical investigation has shown to 
antithyroid substance known. It 
marketed by Eli Lilly and Company under the trade name 
* Tapazole* (Methimazole. Lilly) 

In clinical use * Tapazole* appears to be approximately 15 
times 4S potent as propylthiouracil. Many patients who have 
shown no response to even large doses of thiouracil deriva- 
tives have responded fully to ordinary doses of * Tapazole~ 
In addition to being more effective, the new drug acts more 
quickly than those of the thiouracil group. The incidence 
of serious side-effects with * Tapazole* is about the same as 
with propylthiouraci! 

The value of antithyroid drugs as aids in preparing patients 
for operation is well establshed. As compared with todine 
these drugs have several advantages 


1. The basal metabolic rate can be reduced to a normal 
level 
2. The period of preparation can be prolonged until the 
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NEW PREPARATIONS AND APPLIANCES 
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The most important development in the treatment of 
the disease, in my opinion, is the recognition that the 
disease which has caused irreversible changes is capable 
of removal by the thoracic surgeon. This fits in with the 
surgical axiom that the affected part should be removed 
from the body. If the disease has caused permanent 
damage, it is useless to retain that damaged tuberculous 
tissue in the chest, even if it is collapsed 4nd compressed. 
It is always a menace, and the patient requires long 
months of anxious care. If the tuberculous disease has 
totally destroyed one lobe of a lung, that lobe should be 
removed, and if the operation is carried out under the 
protective screen of Streptomycin and P.A.S. the chances 
of cure are high. Hospitalization is shortened, and in 
these days of great shortage of beds, this is an important 
fact. 

It has never been suggested that all tuberculous lungs 
should be removed. I have specifically stated that removal 
should only be carried out when the disease has caused 
permanent and irreversible damage. All the ancillary 
measures of treatment are necessary. It is perhaps grossly 
unfair to discuss this subject without reference to the 
special Operating theatre technicians, the physio-therapy 
staff and the numerous others of importance intimately 
associated with the operation for the resection of a tuber- 
culous focus. 

In conclusion | must mention that I have said nothing 
about cardiac and oesophageal surgery, and I have con- 
fined my remarks to the treatment of that one disease 
which in certain parts of our country affects as many as 
500 people per 100,000. All this progress in thoracic 
surgery has taken place in our times, and it is very likely 
that even as I am concluding, another new chapter in the 
subject of tuberculosis and its treatment may already be 
in the making. 


patient has recovered from the adverse effect of hyper- 
thyroidism. 
The operative and post-operative course of patients 


prepared with the antithyroid drugs has been less tempestuous 
than that of patients prepared with iodine alone. 

A difficulty observed at first with the antithyroid drugs, viz 
that the gland was extremely vascular and friable at operation. 
has been overcome by a longer period of preparation com 
bined with administration of iodine for the last two or three 
weeks before operation. 

Even after continued administration over many months. 
*Tapazole* remains effective in controlling hyperthyroidism 
Until more information is available about the results of long- 
continued therapy. the use of * Tapazole* as a substitute for 
thyroidectomy had best be limited to those patients not suited 
for operation. 

*Tapazole* is administered by mouth. The initial dose 
usually is between 15 and 30 mg. daily, subdivided into three 
administrations at 8-hour intervals. Larger dosages than 
3) mg. daily are seldom required. 

After the hyperthyroidism is fully under control, a main- 
tenance level is found. This may vary from 5 to 10 mg. 
daily and should be administered in divided doses two or three 
times every 24 hours. Constant medical supervision is neces- 
sary even during maintenance therapy: for underdosage will 
result in the return of hyperthyroidism, and excessively large 
maintenance dosage may result in hypothyroidism. 

*Tapazole’ is the drug of choice in preparing patients for 
thyroidectomy and as medical treatment in those patients in 
whom thyroidectomy is contraindicated. 

me Eli Lilly and Company, Indianopolis, Indiana, 


| 
q 
(MM 


8 Desember 1951 S.A. TYDSKRIF VIR GENEESKUNDE 


HEXADOXIN TABLETS 


\ continue to be the treatment of choice 


DOSAGE: Two tablets three times daily for first day, 
then one tablet three times daily for four to five days. 


(Sugar-coated tablets containing Pyridoxine 20 mg., Phenobarb gr. }) 


A SOUTH AFRICAN PRODUCT MADE BY: 


G PH LABORATORIES LTD. 


P.O. BOX 256, JOHANNESBURG BOX 568, CAPE TOWN BOX 2383, DURBAN P.O. BOX 789, PORT ELIZABETH 


The new Sterile, 
Absorbable Haemostatic 


Spongostan is indicated in capillary and venous 
haemorrhage of any kind. It is easy to apply, and 
no apparatus or other measures are required. 


The use of Spongos:an has been clinically established in: 
|. Prostatectomy. 
. Thoracoplasty, as a packing material and haemostatic. 
- Operation for Vaginismus. 
. Sponge-biopsy in diagnosis of cancer. 
. Neuro-surgery. 
. Otorhinolaryngology. 
. Minor haemorrhages. (e.g. epistaxis) encountered 
in general practice. 


Stong stan is available in: 


Standard packs consisting of 2 pieces of 5 x 8 x I cm 
of sterile sponge, in separate wrappers, and placed 
in a heat sealed pliofilm bag. 


Sole South African Distributors : . Hospital! pack, a of 18 heat sealed pliofilm 
bags each consisting of 


ieces of S 8 | cm 
STUART JONES & DAVID ANDERSON LTD. of ‘Sterile sponge. es 


Chemical House, 20, Queen Street, Durban 


and their associates: SPONGOSTAN 
B. OWEN JONES LIMITED Haemostatic, Absorbable Gelatine Sponge 


bOksburg, East London and Cape Town 
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194] the specific and powerful action of digitalis on the myocardium is con- 
IN y sidered to be unrivalled in the treatment of congestive heart failure. 
As a means of assuring consistent clinical performance, the potency of 


DIGITALIS DUO-TEST 


(MeNEIL) 


is subjected to the most careful control from the cultivation of the digitalis to the 
final standardization by both U.S.P. XII Cat and Reed-Vanderkleed Guinea Pig Tests. 
PRESCRIPTION FORM 
(1'5 grs. Digitalis Duo-test equal one U.S.P. XI Unit) 
Capsules (black) 1 gr. and 1! grs, 
Supplied in bottles of 100 


McNeil Laboratories 


oistesuTor: WESTDENE PRODUCTS (Pty.) Ltd. 


24 ESSANBY HOUSE, JEPPE STREET, P. O. BOX 7710, JOHANNESBURG, S. A. 


BKK 
— 


South African 


EDITORIAL 


SOCIAL MEDICINE 


The relationship between a patient and his doctor ts 
unique. It has no parallel in any other profession. Yet 
to-day it is recognized that we must try actively to preserve 
this very special relationship because vast social forces are 
busy altering the complexion of medical practice and may 
seriously threaten the very basis of good doctoring. The 
medical profession as well as medical educators have 
become exercised about the position. It is generally agreed 
that the education of the medical student also needs to be 
directed to the importance of non-clinical factors which 
Operate in determining the pattern of disease. 

The need to consider this problem was recognized some 
three years ago when the Joint Universities Committee on 
Social Studies went into the question of sociological 
teaching in the medical faculties of our South African 
Universities. The special sub-committee which considered 
the matter agreed ‘that such teaching should make pro- 
vision for Social Medicine not only as a special subject 
but also as a “spirit pervading the whole subject of 
medicine 

The term Social Medicine may be used to embrace all 
the important and significant non-clinical factors which are 
responsible for human health. It also emphasizes the 
preventive aspects of the health programme. In many 
ways medical educators concerned with this problem must 
become pioneers breaking new ground in the field of 
research as well as teaching. It is unlikely, therefore, that 
a volume such as Dr. Cluver’s Social Medicine * has 
achieved its final form. But in emphasizing the great 
diversity of factors which disturb the organization of 
society and its citizens, Dr. Cluver and his distinguished 
collaborators have rendered a signal service. Written with 
the co-operation of many experts, it also makes available 
important information about welfare and other supportive 
services sO important in assisting the victims of disease 
to the best means of recovery. 


The volume is an impressive, fact-finding contribution 
which makes articulate our increasing awareness of these 
newer aspects necessary for the practice of 
modern medicine. It puts on record for the first time. 


successful 


* Social Medicine. Edited by E. H. Cluver, Kt. St. J 
M.A.. M.D., D.P.H., F.R. San. |. (Pp. 862 + vii, with illustra- 
tions. £3 Ss.) South Africa: Central News Agency, Limited 
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Medical Journal 
Suid-Afrikaanse Tydskrif vir Geneeskunde 


VAN DIE REDAKSIE 


SOSIALE GENEESKUNDE 

Die verhouding tussen ‘n pasiént en sy geneesheer is ‘n 
unicke. Dit word in geen ander beroep geéwenaar nie 
En tog word dit vandag erken dat ons op ‘n aktiewe wyse 
hierdie hoogsbesondere verhouding moet probeer bewaar, 
omdat geweldige maatskaplike magte besig is om die aan- 
sien van mediese praktyk te verander en mag die grondslag 
self van ‘n doeltretfende geneeskunde ernstiglik bedreig 
Die geneeskundige beroep sowel as mediese opvoeders is 
oor die toestand begaan. Allerweé word erken dat dit 
nodig is dat die opleiding van die mediese student ook 
moet gerig word op die belangrikheid van_nie-kliniese 
faktore wat werksaam is by die bepaling van ‘n siektevorm 

Die behoefte aan oorweging van hierdie probleem is 
sowat drie jaar gelede besef, toe die Gesamentlike Univer- 
siteitekomitee vir Maatskaplike Studies die Kwessie van 
sosiologiese onderrig in die mediese fakulteite van ons 
Suid-Afrikaanse universiteite, ondersoek het. Die spesiale 
onderkomitee, wat die saak oorweeg het, het saamgestem 
dat sodanige onderrig voorsiening behoort te maak vir 
Sosiale Geneeskunde, nie slegs as spesiale onderwerp nie 
maar ook as die ..gees wat mediese studie as geheel moet 
deurdring™ * 

Die benaming Sosiale Geneeskunde mag gebruik word 
om al die belangrike en betekenisvolle nie-kliniese faktore, 
wat vir die menslike gesondheid verantwoordelik is, in te 
sluit. Dit lé ook klem op die voorbehoedende aspekte van 
‘n gesondheidsgedragslyn. Mediese opvoeders vir wie 
hierdie vraagstukke raak, moet in baie opsigte baanbrekers 
word en aanvoorwerk op gebied van navorsing sowel as 
van onderwys doen. Dit is daarom onwaarskynlik dat 
‘n boek soos Social Medicine * van dr. Cluver al sy finale 
vorm bereik het. Maar deur klem te lé op die groot ver- 
skeidenheid van faktore, wat die organisasie van die same- 
lewing en sy burgers ontwrig, het dr. Cluver en sy vername 
medewerkers ‘n skitterende diens verrig. Met medewer- 
king van baie vakkundiges geskrywe, stel dit ook belang- 
rike inligting beskikbaar oor welsyns- en ander bystands- 
dienste wat so belangrik is vir die hulp wat die slagoffers 
van sickte daardeur ontvang omtrent die beste middele tot 
herstel 

Die boek is ‘n treffende feitvindende bydrae, wat aan 
ons groeiende bewustheid van hierdie nuwere aspekte, wat 
nodig is vir die suksesvolle beoefening van hedendaagse 
geneeskunde, uitdrukking gee. Dit beskrywe vir die eerste 
keer. binne handige formaat., die vele en belangrike 
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D.P.H.., 
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H. Cluver. Kt. St 
F.R. San. |. (Bis. 862 
Suid-Afrika Central News 
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in a convenient compass, the many and important con- 
ditions peculiar to the great variety of races and social 
classes in our country. 

It will be an invaluable work of reference for those 
required to teach or to learn what is important in making 
up Social Medicine. It will undoubtedly become the basic 
handbook for instruction in this subject. 


HOSPITAL PRIVILEGES AND MEDICAL PRACTITIONERS 


Elsewhere in this issue we reprint, by permission of the 
Editor of the Journal of the American Medical Association, 
Dr. Goldwater's impressive paper dealing with the 
extension of hospital privileges to all practitioners of 
medicine. 

Dr. Goldwater's essay has all the topicality of a con- 
temporary contribution; yet it was written over 25 years 
ago. It has so much point to-day and such an acute 
bearing on the problems with which we are confronted 
as a result of the increasing control by public authorities 
of hospital services, that it has become a most important 
document for reconsideration at the present time. 


The reasons for my choice of this subject are threefold, 
viz., 

1. It is the stage of labour following the birth of the 
baby. The mother feels that she has done her job and 
often is exhausted. The doctor and nurses may now 
relax in every way and this is the very stage of labour 
that is responsible for a number of maternal deaths 
annually 

2. Its conduct requires patience, ie. masterly inactivity 
at times and determined rapid action at other times, as 
the onset of severe complications usually is unexpected, 
sudden, and may be catastrophic 

3. The use of preparations of ergot has become modified 
latterly. 

In order to grasp the subject, it is best to start off with 
its physiology, mechanism, conduct and complications in 
the usual, more or less academic way, with the emphasis 
on practical implications. 

Physiology and Mechanism. During the first and second 
stages of labour contraction and retraction occur. The 
whole uterine musculature is involved. The placental 
site, however, 1s not affected to the same extent (Greenhill, 
1947). How this comes about we do not know. The 
reason for its occurrence, naturally, is such as not to 
interfere with the blood supply to the infant. 

Once the baby is expelled, contraction and retraction 
are marked. Obviously the effect on the area not so 


* Report of an address delivered to the Cape Western Branch 
of the Medical Association of South Africa on 28 September 
1951, 
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toestande wat eie is aan die groot verskeidenheid van rasse 
en sosiale klasse in ons land. 

Dit sal ‘n naslaanwerk van onskatbare waarde vir hulle 
wees, wat onderrig moet gee in, of wat moet leer omtrent. 
wat belangrik is vir die samestel van Sosiale Geneeskunde. 

«Die boek sal ongetwyfeld die basis vir onderrig in hierdie 
onderwerp word. 


MEDIESE PRAKTISYNS 


HOSPITAALVOORREGTE EN 


Met toestemming van die redakteur van die Journal of the 
American Medical Association, herdruk ons elders in 
hierdie uitgawe dr. Goldwater se indrukwekkende artikel 
wat oor die uitbreiding van hospitaalvoorregte tot alle 
mediese praktisyns handel. 

Dr. Goldwater se opstel besit al die toepaslikheid van 
‘n bydrae wat nou geskryf is; en tog is dit meer as 25 jaar 
gelede geskryf. Dit is vandag nog netso waar en het so 
‘n noue betrekking op die probleme waarvoor ons staan, 
as gevolg van die toenemende beheer oor hospitaaldienste 
deur die owerheid, dat dit ‘n uiters belangrike dokument vir 
heroorweging in hierdie tyd geword het. 


M.R.C.0.G. 


greatly affected during the first two stages, is emphasized 
(Burton Brown, quoting Van Gyory and Damahidy, 1944). 

This results in a bunching up of the cotyledons, reducing 
the placenta to about half its size without separation 
(Burton Brown, 1949). Placental separation, the average 
time being four and a half minutes, normally only occurs 
once this has happened and in the presence of contraction 
and relaxation. The latter is necessary for the passage of 
the placenta into the lower segment. Miss Burton 
Brown's conclusions were reached by serial radiography, 
following the injection of radiopaque material into the 
cord immediately after delivery. 

Once the placenta is separated, the maternal sinuses are 
closed by the action of the middle uterine muscular layer. 

The amount of blood loss depends upon uterine 
contractility. 

Once in the lower segment, the following are the signs 
of placental separation: 

1. A slight blood loss 

2. Lengthening of the cord 


3. Pressure on the lower segment produces a_ further 
lengthening of the cord 
The rather immobile, triangular uterus rises in the 


abdominal cavity and becomes hard, globular and mobile 

By maternal bearing down efforts or by gentle fundal 
pressure the placenta can now be expelled either as an 
umbrella (Schulze’s method) or by the sliding method 
described by Matthews Duncan. 

Conduct. There are the two schools of thought, viz. 
‘hands off* and ‘hands on’. In patients in whom the 
uterine bulge can be seen abdominally, there is little need 
for manual fundal control. 
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However, should the fundus not be visible, a 
disciplined manual control is advocated as there is the 
occasional parturient who fills her flaccid uterine cavity 
with blood beiore showing signs of post-partum 
haemorrhage. 

In the absence of bleeding, should there be no signs 
of placental separation 25-30 minutes after delivery, 
Credé’s method of expression may be tried. As _ this 
method is a shocking procedure, it should never be tried 
more than once. Those often employed are called, but 
certainly are not, Credé’s method. 

Sheehan (1948) has stated that the incidence of shock 
with its concomitant, permanent and _ proportionate 
pituitary damage, increases markedly once the placenta 
has been retained for longer than one hour. Unless there 
is a contra-indication, therefore, the placenta should be 
either expelled or removed within the hour. 

If the cause of the placental retention is an hour-glass 
contraction, amyl nitrite—the use of which was first 
described by Barnes in 1882—1is a most useful relaxant. 

Post-Partum Haemorrhage (traumatic and secondary 
varieties are here excluded). It is a complication of labour 
with which anyone meets who is engaged in maternity 
practice. Its treatment must therefore ever be firmly 
engraved upon the minds of one and all of us present 
here to-night. 

The incidence of post-partum 
teaching institutions is as follows: 

20 June 1949 to 31 August 1951 at the Peninsula Maternity 
Home: 341 of 4.580 deliveries: 7.5 


haemorrhage in our 


30 November 1948 to 31 July 1951 at the New Somerset 


Hospital: 193 of 4.397 deliveries: 4.4°.. 

17 September 1947 to 31 August 1951 at the Groote Schuur 
Hospital: 291 of 3.517 deliveries: 8.9". 

1 September 1949 to 16 September 1951 at the Mowbray 
Hospital: 215 of 2.267 deliveries: 9.48".. 

Total 1,040 of 11.761 deliveries: 8.9 

The Guy's Hospital figure is 6° 

The other important fact that emerges, and is supported 
by figures from other parts of the world, is that this 
complication mostly follows normal, natural labour, Le. 
in most cases its occurrence is unexpected. 

Our figures for unknown causes are: 

Peninsula Maternity Home: 55.5°.: Somerset Hospital: 
70 Mowbray Hospital: 61.4 Groote Schuur Hospital 
63.4"; Average: 62.6"... 

If, however, retained placenta, uterine inertia, toxaemia 
and precipitate labour, which really should not be con- 
sidered as causes of post-partum haemorrhage, are 
included, the figures read: 

Peninsula Maternity Home 
Mowbray Hospital: 92.6°,: 
Average: 85.7"... 

These figures correspond roughly to those quoted by 
Browne (1951). 

Our figures, especially those since the beginning of 
1949, are almost over-accurate and the high incidence may 
be explained by the fact that practically all fluid passed 
in the third stage of labour, and which very often includes 
liquor amnii and, almost inevitably, cord blood, is 
measured. The standard adopted is 20 fl. oz. and more. 
Add 3-5 oz. of cord blood to the dish and a patient may 
wrongly be classified as having suffered from a_ post- 
partum haemorrhage 

These figures make it abundantly clear that there is 


82°..; Somerset Hospital: 90 
Groote Schuur Hospital: 78.3 
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need for search for some method of dealing with this 
Situation, 

In England and Wales 166 parturients died of post- 
partum haemorrhage during 1939. ° In 1949, in spite of 
the fact that there were 10,000 more deliveries than in 
1939, 58 mothers died of this complication, i.e. 8%, of all 
maternal deaths. 

Among the reasons for this remarkable decrease 
primarily must be improved obstetrical services, e.g. better 
training, flying squads, etc., and perhaps the use of 
Ergometrine. 

Vant (1950) and Daley (1951) have shown that the blood 
loss depends inter alia upon the length of time the 
placenta remains in the uterus following delivery, i.e. the 
longer the placenta is retained the greater the incidence of 
haemorrhage. 

Ergometrine given at the time of delivery of the head 
(Fletcher Shaw, 1949; Vant, 1950; Dieckman, 1950; Lister, 
1950; and Daley, 1951), over statistically significant 
numbers, has been proved to shorten the third stage 
markedly and to lessen the incidence of post-partum 
haemorrhage considerably. 

Shaw (1949) found that the average length of the third 
Stage in 1,143 patients, in whom Ergometrine was not 
given, was 26.5 minutes. In 1,188 cases with Oxytocic 
administration, the average time was 2.9 minutes. 

All authors are unanimous in their combined large 
series of figures, that the incidence of hour-glass con- 
traction is not increased by the use of Ergometrine. This 
was one of the usual reasons against its use in days gone 
by. 

The suggested conduct therefore ts as follows: 

0.S to | mg. Ergometrine is administered, preferably 
intravenously (it may be given intramuscularly), once the 
anterior shoulder is delivered. The baby’s eyes and 
throat are cleared and it is delivered in the usual way. 
The cord is tied immediately. The maternal end of the 
cord is allowed to drain and, as a rule, without interference 
the placenta is soon expelled with little blood loss. This 
finding is especially significant in primipara. 

The Treatment of Post-Partum Haemorrhage. Preven- 
tion still is better than cure. Post-partum haemorrhage 
may be prevented to a large extent by good obstetrics. 
Adequate relaxation as taught by Grantly Dick Read, 
obviating the use of sedatives, to a large extent minimizes 
the risk of this grave complication of the third stage 
(Vant, 1951). It may also be prevented by the adminis- 
tration of Ergometrine. Browne (1951) states that the 
incidence of post-partum haemorrhage in the maternity 
section of the British Postgraduate Medical School has 
been halved since the routine use of Ergometrine, towards 
the end of the second stage. 

When doing a delivery and when confronted by post- 
partum haemorrhage, the treatment may be outlined as 
follows: 


1. Instruct the midwife to draw 0.5 mg. Ergometrine into a 
syringe. 

2. Whilst she is doing this, the uterus should be rubbed up 
and Credé’s method of expulsion tried. 

3. If Credé’s fails and the bleeding persists at a rapid rate, 
manual removal should be done at once. The Ergometrine 
is given immediately afterwards. 

4. Should there be any reason for not doing a manual 
removal, e.g. a slow leak. the Ergometrine is injected intra- 
venously and preparation made for a possible manual removal 
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When called to a post-partum haemorrhage the first 
advice to a colleague or midwife should be that Ergo- 


metrine 0.5 to 1 mg. immediately be injected intra- 
venously (or intramuscularly); the latter ts indicated should 
a midwife be involved. 

This treatment may be all that is required Most 


patients stop bleeding within 15-30 seconds after the intra- 
venous administration of Ergometrine. Adequate arrange- 
ments should then be made for further treatment should 
the bleeding recur and Credé’s method fail, Ergo- 
metrine, in addition probably to arresting haemorrhage, 
allows for a breathing space, during which time help may 
be summoned and adequate preparation for dealing with 
any further haemorrhage or retained placenta made. 

In conclusion, may I quote Ecclesiastes, chapter 1, verse 
9 The things that hath been, it is that which shall be; 
ind that which is done, is that which shall be done, and 
there is no new thing under the sun.’ 
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Berry Hart (1912) in his guide to midwifery, advocated 
this treatment: 

“I advise,” he states, ‘that a hypodermic of Ergotin 
should be given in all cases after the head is born, and 
that one should not wait for haemorrhage — before 
injecting it.’ 
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OCCURRENCE OF HUMAN CASES IN THE ORANGE*FREE STATE, THE NORTH-WESTERN 
CAPt 


PROVINCE, THE WESTERN AND SOUTHERN TRANSVAAI 


INVESTIGATIONS 


Bact 


Lc ologist, Plague Research Laboratory, Union Health Department 


At the request of the Secretary for Health, an investigation 
of this outbreak of Rift Valley fever was undertaken in 
the Bultfontein district of the Western Orange Free State 
In this study several farmers were visited. Their stories 
were similar. A few examples wilfbeé given of the farmers’ 
experiences 

On farm A the disease 
pregnant and 
of 25 cows in calf, except one, aborted. The only calf 
born alive is thriving. The farmer, Mr. P.M., carried out 
4 post-mortem examination on a sheep and handled the 
cut organs. A few days later he suddenly took ill whilst 
in church with severe pains in the and high fever 
He had great ditliculty in driving his car home because 
of excruciating pain in the knees. He developed severe 
headache and became slightly delirious. He had high 
fever lasting four Then after one day of normal 
temperature, when he felt better, he had a relapse of the 
fever with the same symptoms. This relapse lasted two to 
three days. On recovery from the acute stage he felt very 
weak and was unable to drive his car for about two weeks 
At the same time, his Native farm labourers 


broke out in March. All the 
75 adult sheep died. All 


ewes iborted, 


legs 


days 


several of 


were also ill complaining of fever and painful and stitl 
limbs, but they made a good and rap‘d recovery within 
a few days 


On farm B, the epidemic also began in March and 
300 lambs and 28 adult sheep were lost. All the pregnant 
ewes aborted. Three cattle were sick, but recovered. The 
farmer opened and examined several carcases. On II 
April he became ill suddenly with very severe headache, 
pain over the liver, which was tender on pressure, and 


high fever with a temperature of 104.6° F. He was 
delirious and could not see to recognize anyone. He 
was given medicine and perspired freely. He was very 
weak for two weeks after the fever left him, but has 
now recovered 

On farm C, of 500 lambs born alive 350 died from 


No unusual incidence of sickness was observed 

The farmer, Mr. T, carried out post-mortem 
He took ill suddenly with 
He developed severe joint 


the disease 
in the cattle 
eXaminations on several sheep 
dizziness and pain in the back 
pains and became delirious. He had high fever with a 
temperature off 103.6° F for three days. His fever left 
him for one day and he got up but it then recurred with 
the same symptoms to last two more days. His appetite 
during the illness was poor, but he had no bad taste in 
the mouth. He did not vomit. but was constipated during 
his acute illness. He felt very weak and took about two 
weeks to recover his strength. 

The farm D was suggested by Dr 


Joubert, District 


| 
— 
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Surgeon, Bultfontein, for a detailed study. This farm was 
typical of many in this region. It was several thousand 
morgen in extent and included a large pan over a mile 
long and about a mile wide. It was partially covered 
by shallow water. Several thousand sheep and several 
hundred cattle grazed on the veld. The disease first 
affected the sheep early in March and reached its peak 
at the end of March. It was on the wane when we visited 
the area at the end of April. The epidemic was a major 
catastrophe. The farmer, Mr. R, had expected 800 lambs. 

He got none, for on contracting the disease all the 
ewes aborted and about 280 died. The hamels were not 
so severely affected. Several cattle were sick but they 
recovered. One pig aborted. The wild springbuck and 
blesbuck on the farm were also observed to have aborted. 
The owner did not contract the infection, nor did any of 
the members of his family. Six of the Native labourers 
were ill with high fever and painful limbs. Two were 
delirious, but all made a good and rapid recovery after 
the acute illness which lasted from one to two days up 
to a week. These Natives had all worked intimately with 
sheep. Most of them had opened the carcasses of sheep dead 
of the disease and had handled the organs. The farmer 
reported that post-mortem examination of sheep revealed 
congested lungs, and a slightly pale heart. The liver was 
enlarged and had pale areas scattered through its sub- 
stance. The stomach and the small intestine were intensely 
congested and often the small intestine was full of blood 
Haemorrhagic spots were noted in the peritoneum and 
pleura and on the pericardium. 

This farmer and all the others, many of whom had 
spent a lifetime in the Free State. stated that this was 
the first time that this disease had affected this region. 


ISOLATION OF VIRUS FROM A SHEEP 


A post-mortem examination done on a sheep, which had 
recently died of the disease, revealed that the small intes- 
tine was oedematous and haemorrhagic. The lumen con- 
tained blood. The liver was swollen and friable and had 
large areas of necrosis. A portion of this liver was taken 
and on our return to this Institute, a suspension was pre- 
pared and inoculated into eight mice. These mice became 
ill on the second or third day after inoculation and by the 
end of the week all had died. On post-mortem examina- 
tion it was found that the liver was swollen and friable. 
On histological section it was noted that all the parenchy- 
mal cells were degenerate and many contained eosino- 
philic inclusion bodies in the cytoplasm. The nucleus 
showed margination of the chromatin and intra-nuclear 
eosinophil inclusion bodies. These lesions are similar to 
those caused by the virus of Rift Valley fever. 


ISOLATION OF VIRUS FROM A HUMAN PATIENT 


Blood was collected by Dr. Joubert from a Native, Ben, 
working on a farm in the district, north-west of Bultfon- 
tein. At the time the blood was collected, this Native was 
suffering from an acute illness which Dr. Joubert diagnosed 
as Rift Valley fever. This blood was inoculated into eight 
mice. These became ill two to three days after inoculation 
and all died soon afterwards. The post-mortem examina- 
tion and histological examination of sections of the liver 
revealed the typical picture of Rift Valley fever. Micro- 
scopic ard cultural examination of the liver, spleen, brain 
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and blood, for bacteria gave negative results. The virus 
so isolated has been passaged several times in mice. The 
mice all died and showed the characteristic post-mortem 
appearances. This virus was neutralized by the sera from 
the human patients infected whilst doing the post-mortem 
on the bull in Johannesburg as described in the preceding 
paper. The virus from the bull was proved to be the 
virus of Rift Valley fever by the Onderstepoort Labora- 
tories. It may be concluded then that the virus isolated 
from Ben was also the virus of Rift Valley fever. 


VIRUS NEUTRALIZATION AND COMPLEMENT FIXATION TESTS 


Blood was collected from about 20 Natives, including 
men, women and children, on farm D, as well as from 
several European farmers in the district of Bultfontein 
and from several of the people of Bultfontein town, who 
were suspected of having had Rift Valley fever. Blood 
was also collected from several veterinary officers, who 
had contracted an acute illness in the course of their 
duties. 

The sera separated from these bloods were submitted 
to a virus neutralization test and to a complement fixation 
test. The latter was carried out by Mr. Wolstenholme of 
this Institute and will be described in detail in a separate 
paper. 

In the virus neutralization test 0.S c.c. of the serum 
was mixed with 0.5 c.c. of a virus suspension containing 
about 100 minimum lethal doses for a mouse per unit 
volume of 0.1 ¢.c. The mixture was shaken and incubated 
at 37°C. for 30 minutes. 0.2 cc. of each mixture was 
then inoculated intra-peritoneally into four mice. These 
mice were observed for three weeks, but it became apparent 
that observation for one week was sufficient. The results 
of the tests, which were very clear cut, are shown in 
Tables and II. 

It will be noted that there is an exact correlation between 
the complement fixation test and the virus neutralization 
test. Thus the complement fixation appears to be an 
accurate and reliable test for establishing retrospectively 
the diagnosis of Rift Valley fever. As it is easier and 
safer to apply and takes much less time to give a result 
than the virus neutralization test, it is the test to be pre- 
ferred for use as a routine serological diagnostic test. 

It will be noted further that the diagnosis of Rift Valley 
fever was established in the majority of those individuals 
who were suspected of having had this infection. Two 
farmers only amongst those tested gave negative results 
There was considerable doubt as to whether the illness of 
these farmers had been Rift Valley fever, and the result of 
the test justified this doubt. 

Two of the Native women on farm D, who did not 
report having been ill, gave positive results. These women 
had handled mutton before cooking it. It seems that 
they suffered from an inapparent infection or at least an 
illness so mild that it was not reported to the farmer 
Such relatively mild infections of course are not unex- 
pected, 

As two of the Free State cases had reported blurring 
of vision, a watch was kept for similar cases following 
an acute illness. So far eight such cases have come to 
our notice. Blood from them was found to give a positive 
result in the Rift Valley fever complement fixation test, 
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TABLE I: 
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VIRUS NEUTRALIZATION AND COMPLEMENT FIXATION TESTS 


birus 


Neutralization 


Occupation 


Survivor Total 


Complement Fixation End Titre Remarks 


Veterinary Surgeon, Potchefstroom 
Veterinary Surgeon, Potchefstroom 
Veterinary Surgeon, Kimberley 
Farmer, Bultfontein 

Farmer, Bultfontein 

Farmer, Bultfontein 

Farmer, Bultfontein 

Farmer, Bultfontein 

Shop assistant, Bultfontein 
Farmer 

Farmer 

Native farmhand 

Native farmhand 

Native farmhand 

Native farmhand 

Native farmhand 

Native farmhand 

Native farmhand 

Native farmhand 

Native farmhand 

Native female 

Native female 

Native female 

Native female 

Native picannin 

Duck, white back 

Duck, white back 2 

Cape hare 

Springhare | 


Springhare 2 


FY MY SAY 
SOS EEE 


Positive 

Positive 

Positive 

Positive 

Positive 

Positive 

Positive 

Positive .. 
Negative in 
Negative in 
Negative in 
Positive 

Positive .. 
Anticomplementary 
Positive 
Positive 

Positive 
Negative in 
Negative in 
Negative in 
Positive in 
Negative in 
Positive in 
Negative in 
Negative in 
Negative in 
Negative in 
Negative in 
Negative in 
Negative in 


Acute febrile 
Acute febrile 
Acute febrile 
Acute febrile 
Acute febrile 
Acute febrile 
Acute febrile 
Acute febrile 
Acute febrile 
Acute febrile 
Acute febrile 
Acute febrile 
Acute febrile 
Acute febrile 
Acute febrile 
Acute febrile 
Acute febrile 
Not ill 
Not ill 
Not ill 
Not ill 
Not ill 
Not ill 
Not ill 
Not ill 


illness 
illness 
illness 
illness 
illness 
illness 
illness 
illness 
illness 
illness 
illness 
illness 
illness 
illness 
illness 
illness 
illness 


' torr 


TABLE 


TaBLe Ill 


Result of Test for Virus 


Positive 

Human blood from patient Ben, 

Bultfontein 
Mastomys natalensis brains 
Vastomys natalensis blood 
Egrets brains 
Ixodid ticks from dead ewe 
Culex theileri batch 
4Jedes caballus batch 
Culex theileri 


Positive 
Negative 
Negative 
Negative 
Negative 
Negative 
Negative 

One mouse died with liver 

lesions resembling 

R.V.F. Not passaged 


Negative 


mixed batch 
dédes caballus 
Culex theileri 
fedes caballus 
Culex theileri 
4éedes caballus 
Culex theileri 
fedes caballus 
Culex theileri 
tedes caballus 
Culex theileri \ 
4édes caballus 
Flies from aborted lamb 


mixed batch 
mixed batch Negative 


mixed batch Negative 


mixed batch Negative 


mixed batch Negative 


Negative 


thus confirming our suspicion of The 
results are shown in Table III 

At the same time as these tests were done, a number 
or normal sera and sera giving strongly positive Wasser- 
mann reactions were also tested. These all gave clear-cut 
negative results. The ophthalmological findings in these 
cases will be described in a separate paper 

In their original description of Rift Valley fever, Daub- 
ney and Hudson noted that one of the European labora- 


their aetiology. 


Home District 
of Patient 


Virus 
Neutralization 


44 


Complement 


Referred by Fixation 


+ 1:100 
44 


Dr. E. Hirschman Schweizer 
Reinecke 
Dr. P. Boshoff and Kroonstad 
Dr. Lawrence 
Dr. P. Boshoff Platrand , 
Standerton 


Kimberley 


Not done +1: 


Johannesburg 
Hospital 

Hospital . . 

Dr. |. Freed an 
Dr. W. Lewin 

Dr. L. Schrire 

Dr. L. Schrive 


44 +: 


Not done 
Not done 


Vryburg 
Kimberley 


Kimberley 
Kimberley 


Not done 
Not done 


tory assistants, who contracted Rift Valley fever during 
the course of the investigation, complained of headache 
and defective vision for some weeks after his recovery 


from the acute febrile stage of the illness. Apart from 
this case no mention is made in other reports on Rift 
Valley fever of the occurrence of visual disturbances. Our 
findings indicate that this complication occurs not infre- 
quently. They also indicate that in any patient developing 
visual defects after an acute illness, the possibility of Rift 
Valley fever should be considered. Fortunately this 
diagnosis can be established retrospectively by applying 
the complement fixation test to the patient’s serum. In 
several of the patients the visual defects persist three 
months after the acute illness. The ultimate prognosis 
of the condition is not yet clear. 

In addition to calling attention to a relatively serious 
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Formula 
for rapid recovery 


/ VITAMIN 8, —= / mucteinic 
/ caccrum | 
FL 


vinuPHOS 


pen of 


/ orssium | / soorum / 


/ sravcuwine 


When the patient describes symptoms of lassitude, loss of appetite, 
nervous exhaustion and lack of body tone, and needs a tonic, Vinuphos 
is indicated. 

The formula of Vinuphos provides glycerophosphates, nucleinic acid, 
mineral elements and vitamin B, for the restoration of normal vitality. 
Vinuphos is the ideal tonic for patients who are needing a stimulus to the 
nervous system particularly those who are convalescing from illness or 
who have undergone mental or physical strain. 


Vinuphos 


TRADE ARK 


In bottles of 4, 8, 16 and 80 fl. oz. 


(/MCORPORATED (MN ENGLAND) 


+ STREET DURBAN 
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For control 


of weight 


in children 


Overweight in adults 
often represents persistence of 
childhood adiposity, and control at an 


early stage contributes towards the prevention 


of serious and more intractable obesity in later years. 
* Dexedrine’ helps to overcome the difficulty of enforcing 
a low-calorie diet in children—the only logical treatment 
for overweight—by safely curbing the child’s appetite. 


Further information on request 


‘Dexedrine’ tablets 


Each tablet contains § mg. dextro-amphetamine sulphate 


PHARMACAL PRODUCTS (PTY.), LTD., DIESEL STREET, PORT ELIZABETH 
for Smith Kline & French International Co., owner of the trade mark ‘ Dexedrine’ 


DPTISA Distributors in Rhodesia: Geddes Ltd., P.O. Box 877, Bulawayo 
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to persuade children to accept- 


SYRUP 
C-V-S 


(Children’s Vitamin Supplement) 


SYRUP C.V.S. is a clear, easily administered 
preparation with a flavour all its own. 
ESPECIALLY designed for children, it sup- 
plies the optimum daily requirements of 
VITAMINS A, B,, Nicotinamide, 
C and D. 


4 0z., 16 02z., 80 oz. 


Manufactured in South Africa by 


STANDARDISED 


PETERSEN LTD 


Established 1842. 
P.O. Box 38, Cape Town - Box 5992, Johannesburg 
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NEW TEXTBOOKS 


for the 


HIGHER EXAMINATIONS 


This new series of textbooks combines brevity with clarity 
and accuracy. No padding. No space wasted on in- 
essentials. Specially written for candidates preparing 
for the higher Examinations. 

HANDBOOK OF MEDICINE for Final Year Students 
4th Edition. By G. F. WALKER, M.D., M.R.C.P., 

D.C.H. Pp. 305. Price 25s. net. 

Previous editions have met with an enthusiastic reception. 
Valuable for M.R.C.P. candidates. 

‘Whatever hundreds of Medical books you have, get this 
one.—S.A. Medical Journal 

‘To have covered such an enormous field in such a handy 
little volume is a feat vf which Dr. Walker may feel proud.’ 
Cambridge U. Med. Magazine 
HANDBOOK OF CHILD HEALTH 
By AUSTIN FURNISS, L.R.C.S., L.R.C.P., D.P.H., 
L.D.S. Valuable for D.C.H. and D.P.H. candidates. Price 
25s. net. 

‘Dr. Furniss has written a useful little book. Students 
working for the D.P.H. and D.C.H. will find this a helpful 
volume.’ —British Medical Journal 
HANDBOOK OF MIDWIFERY 
By MARGARET PUXON, M.D., M.R.C.0.G._ Pp. 326 
Price 25s. net 

‘Can be thoroughly recommended as a suitable guide to 
modern obstetric practice.--Post Graduate Medical 
Journal 

‘Presents a practical manual—real merits of complete- 
ness and sound practicality--the text is up to date. 
British Medical Journal 
HANDBOOK OF VENEREAL INFECTIONS 
By R. GRENVILLE MATHERS, M.A., M.D(Cantab.), 
F.R.F.P.S., Ph.D. Pp. 116. Price 12s. 6d. net. 

*Remarkably successful in getting nearly all that students 
and practitioners require into fewer than 120 pages. 
British Medical Journal 
HANDBOOK OF OPHTHALMOLOGY 
By J. H. AUSTIN, D.O.(Oxon.), D.O.M.S., R.CS 
Just published. Pp. 344. Price 30s. net. Specially written 
for candidates preparing for the D.O.M.S. and D.O 
(Oxon.). 

‘Contains a wealth of information in short compass.’ 
Guy's Hosp. Gazette. 

*An excellent book for the ophthalmic House Surgeon 
Lond. Hosp. Gazette 
HANDBOOK OF DENTALSURGERY & PATHOLOGY 
By A. E. PERKINS, L.D.S., R.C.S., H.D.D.Edin.) 
Just published. Pp. 430. Price 30s. net. An indispensable 
book for the F.D.S., H.D.D. and other higher dental 
Examinations. 

‘The work is valuable to dental students and practitioners 
hoth for examination purposes and for reference.—U.C.S 
Magazine 
HANDBOOK OF PSYCHOLOGY 
By J. H. EWEN, F.R.C.P., D.P.M. Just published. 
Pp. 215. Specially written for the D.P.M. Examinations 
Price 25s. net. 

HANDBOOK OF GYNAECOLOGY 
By TREVOR BAYNES, M.D., F.R.C.S., M.R.C.O.G 
Price 15s. net. 


Order now from all Medical Booksellers or direct from 
the Publishers 


SYLVIRO PUBLICATIONS LTD. 
19 WELBECK STREET, LONDON, W 
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In the treatment of — 
ANGINA PECTORIS, BRONCHIAL ASTHMA, 
SORGNARY THROMBOSIS, CHRONIC COR PULMONALE 


fied form of KHELLIN, the 
e obtained from the seeds 

nm Mediterranean plant Ammi 
snaga (LINN 


Produces a rapid yet prolonged action 
without lowering the blood pressure. 


{hare CHEMICALS & BIOLOGICALS (S.A.) (PTY.) LIMITED 
P.O. BOX 5788 259 COMMISSIONER STREET, JOHANNESBURG 
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eye complication of Rift Valley fever, the results of the 
seroiogical tests have extended the area where human 
cases of the infection are known to have occurred. Thus 
cases of human infection of Rift Valley fever have been 
diagnosed retrospectively with the assistance of complement 
fixation tests from as far West as Schweizer Reinecke and 
Vryburg, and as far East as Platrand in the Standerton 
district. It is clear that the districts of the Vial river 
basin have been infected as well as the pan veld area of 
the Western Orange Free State. 


THE ANIMAL AND ARTHROPOD FAUNA ON AN INFECTED FARM 


A survey was made of the animal and arthropod fauna 
on the farm D. Cape hares and springhares were plentiful 
and the commonest rodent was the multimammate mouse 
(Mastomys natalensis). Large numbers of wild fowl 
including egrets, spurwing geese, white-backed ducks, and 
sacred ibis, as well as a variety of species of the smaller 
birds, were to be seen in the neighbourhood of the pan. 

Several Mastomys natalensis were trapped. Their brains 
were removed, and a suspension prepared and inoculated 
into mice. None of these died of Rift Valley fever during 
the month of observation and when challenged with the 
virus all were found to be susceptible, indicating that 
silent immunizing infections had not occurred. The virus 
was thus not isolated from Mastomys. 

Their blood, drawn off by cardiac puncture, was sub- 
mitted to the Rift Valley complement fixation test. In 
all cases a negative result was obtained. 

The sera from the Cape hare, and the two springhares 
and two ducks, also gave negative results in the comple- 
ment fixation tests. Thus, so far, no evidence has sug- 
gested that the wild animals played any part in dissemi- 
nating infection, but obviously more extensive study must 
be undertaken before they can be exonerated. 

Very large numbers of mosquitoes were breeding in the 
pan water and at dusk a dense cloud rose from the pan 
to feast on the animals and humans in the neighbourhood. 
Mosquitoes were trapped for one week, from 3 to 10 May 
1951, during the day, at dusk, and at intervals during 
the night. The following species were identified. 

i. Culex theileri. This mosquito was found in abundance 
within half a mile radius of the pan. It is a dusk and night 
biter and was noted to feed readily on human beings and was 
also caught feeding on sheep. This mosquito is a non- 
domestic species and does not readily enter human habitations. 
It persists all the year round in Johannesburg. and at Onderste- 
poort in spite of cold weather. It breeds in most types of 
permanent or temporary waters, especially if vegetation is 
present. The species is widely distributed in the Union. 

ii. Aédes caballus. This was the next most abundant 
mosquito, but at the time of our visit, it was dying out as 
few larvae were found. It also is a non-domestic mosquito 
and does not enter human habitations and remains close to 
its breeding places. Adults began to bite about an hour before 
sunset and continued to do so until dark, when they were 
replaced by Culex theileri. Wt bit man readily and was also 
found feeding on sheep. It prefers temporary collections of 
rain water. At Onderstepoort it has been found to persist 
from October to May, but it is possible that breeding may 
continue all the year round in our sub-tropical belt. ; 

This species is found in Africa from the Sudan to the Cape 
Province. It is widely distributed in the Union and South 
West Africa, but its distribution has not yet been accurately 
determined 

iii. Anopheles squamosus. This species of mosquito was 
found to be present in small numbers over the pan. It is 
zoophilic and does not enter human habitations. It breeds in 
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dams and pans and persists throughout the year. It is a 
nocturnal feeder. 

Suspensions were prepared from each batch of mosquitoes. 
Each suspension was inoculated into eight mice. These 
were Observed for one month, when those surviving were 
challenged with Rift Valley fever virus. 

Several mice died of intercurrent disease. One mouse 
inoculated with a suspension prepared from a batch of 
54 mosquitoes, a mixture of Aédes caballus and Culex 
theileri, died on the thirteenth day after inoculation. On 
post-mortem examination, its liver was found to be 
necrotic. Histological section showed a massive necrosis 
of the liver and many of the parenchymal cells showed 
eosinophil degeneration similar to that caused by the 
Rift Valley fever virus. It was not possible to establish 
a strain of virus from this mouse on further passage in 
mice, so it remains doubtful whether Rift Valley fever 
was responsible for the mouse’s death. However, it is 
possible that, because of the delayed death, virus had 
been neutralized at the time and would not reveal itself 
on further passage. 

All the other suspensions were negative, and on 
challenge with Rift Valley fever virus at the end of the 
month's observation all the batches of mice contracted 
Rift Valley fever, indicating that none of them had under- 
gone a silent infection (Table 2). 

Thus from the studies so far made, the mosquito 
responsible, if indeed it is a mosquito, for the transmission 
of the infection has not been identified. 

In East Africa, Smithburn and his co-workers' have 
carried out a detailed experimental study of various species 
of mosquito possibly concerned in the spread of Rift 
Valley fever in that region. They found that Eretmapodites 
chrysogaster is able to transmit the infection under experi- 
mental conditions. Transmission did not take place until 
20 days had elapsed after the infecting feed. They noted 
that Aédes aegypti did not transmit the infection. Eretma- 
podites chrysogaster is a forest-dwelling mosquito. It 
does not occur in the area so far known to be affected 
by Rift Valley fever in the Union of South Africa and 
thus cannot have been the vector of the recent epidemic. 
Related species occur in the forested country along the 
South East coast of South Africa where Rift Valley fever 
has not yet been known to occur. 

These investigations have established that Rift Valley 
fever was prevalent during the autumn of 1951 over a 
wide area of South Africa, including the North-Western 
Cape Province, the Western Orange Free State, and the 
Western and Southern Transvaal. There seems little doubt 
that the infection has been recently introduced. Veterinary 
officers of many years’ experience, and the farmers them- 
selves, recognized it as a new disease in this region. Their 
Opinion was strongly supported when in spite of their 
many years’ experience and contact with sheep and cattle, 
they fell victims to the disease. If they had had previous 
contact with the infection they would have been immune. 
Where it came from remains uncertain. 

At first, as already reported. it was suspected that the 
infection had been introduced by air from Central Africa. 
Although this still remains a possibility, considerable doubt 
has arisen as to its probability as the disease was first 
recognized in the South-West Orange Free State, several 
hundred miles from the international airport at Palmiet- 
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fontein. Another possibility, which requires study, is that 
Rift Valley fever has spread unrecognized by direct con- 
tiguity through the territories to the North from Central 
Africa. Whether it will persist in South Africa is also 
not known, but it is a question of the utmost importance 
It is mainly a veterinary problem, but if the disease affects 
sheep and cattle then it is certain that human cases will 
also occur. Methods of prevention, therefore, need urgent 
consideration by the veterinary and the medical authorities 

Eradication of mosquitoes is desirable but the area 
involved is so extensive that the cost may prove prohibi- 
tive. However, the new long-lasting effective insecticides 
like D.D.T. and B.H.C. (benzene hexachloride) bring it 
within the realm of consideration. 

As most human infections were acquired by direct con- 
tact with the tissues of sheep or cattle, it is obvious that 
the disease can be prevented by avoiding contact with 
diseased carcases. In the case of veterinary officers whose 
duties demand the carrying out of post-mortem examina- 
tions, it is essential that post-mortem gloves should be 
worn. In addition the wearing of protective masks and 
goggles is desirable. Previous experience has shown that 
almost all laboratory workers engaged in the study of this 
virus have contracted the disease. Stringent precautions 
are therefore necessary in the laboratory. These include 
the wearing of gloves and protective clothing. and working 
under protective air-conditioned hoods fitted with ultra- 
violet lamps 

An alternative solution to the problem of the farmer, 
veterinary officer, and laboratory worker, would be the 
development and use of a prophylactic vaccine. The 
need for it of course is much greater in the field of 
veterinary medicine than in human medicine. However. 
those exposed to infection should be offered the provection 
of vaccination, if an effective vaccine were available. 

Neurotropic strains of the virus have been developed 
by Mackenzie, Findlay and Stern* by repeated intracerebral 
transfer of the virus in mice. More recently Smithburn * 
and Kitchen* have developed other neurotropic strains 
which promise to be of value as vaccines. These, however. 
will need more extensive trials than have hitherto been 
possible before their value can be clearly assessed. None 
of these vaccines has so far been used in the present 
outbreak in South Africa. Their use may be necessary 
in the future. It would also be worthwhile to attempt to 
evolve an avirulent strain of the- virus. The prolonged 
culture of the virus in fertile eggs should be undertaken 
to determine the effect on its virulence. This method 
has been proved of value in several virus diseases of 
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animals, by workers at Onderstepoort. lt may prove its 
value once again in evolving an avirulent living vaccine 
against Rift Valley fever. 
SUMMARY 

An extensive epidemic of Rift Valley fever affected the 
sheep, cattle and probably wild buck, in the Western 
Free State, North-Western Cape Province, and the Western 
and Southern Transvaal in the autumn of 1951. At the 
same time many human cases of an acute illness, at first 
thought to be influenza, but later proved to be Rift Valley 
fever, also occurred. The illness was characterized by 
an incubation period of four to six days, a sudden onset 
and a short but severe illness with painful limbs, back- 
ache and headache and high fever, often showing a 
biphasic temperature chart. There were no fatal cases. 
Several patients developed defects of vision associated with 
exudates in the retina soon after their acute illness. 

A virus having the characteristics of the virus of Rift 
Valley fever was isolated from blood collected from one 
of the patients during the acute stage of the illness. The 
blood of the convalescent patients tested gave a positive 
complement fixation test for Rift Valley fever. None of 
several wild rodents and birds, which were tested, were 
incriminated in harbouring the infection. The virus was 
not isolated from several batches of mosquitoes, including 
Culex theileri, Aédes caballus 

Rift Valley fever had not been known to occur in South 
Africa before this epidemic, the origin of which remains 
obscure. It is possible that the infection was introduced 
by air traffic or by direct contiguity spread from Central 
Africa. These possibilities, as well as the possibility that 
the infection may be endemic in certain forest areas of 
South Africa, require further study. The need for develop- 
ing a prophylactic vaccine to control the disease is 
emphasized. 

We are grateful to the Secretary for Health, to Dr. A. I 
Ferguson, Deputy Chief Health Officer for the Union, to 
Dr. J. D. S. Joubert. District Surgeon of Bultfontein. for the 
arrangements made for us during this investigation. to Dr. R 
Alexander. Director of Veterinary Services. and to Dr. Dick 
son. Senior Veterinary Officer in the Free State. for his help 
with the study, and to the many medical practitioners and 
ophthalmologists, who called our attention to their cases. 
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Director, Mount Sinai Hospital, New York 


Hospitals that are not under the control of medical schools 
may think that in the matter of medical education theirs 
is only a subordinate and unimportant part. In fact 
their position is not only important: it is supremely 
important, for, while the medical school may sell the 


* Reorinted by permission from The Journal of the American 
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student his admission ticket to the play, seats are not 
ordinarily reserved, and it renains for the hospital enven- 
tually to usher the medical graduate to his place. It was 
this thought chiefly that prompted me to attempt. at this 
time, to enlist interest in the extension of hosnital 
privileges to all practitioners of medicine. It szemed 
especially appropriate that. at a conference on medical 
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education, one who is, in a sense, an official spokesman 
for hospitals, should urge that the most effective possible 
use should be made of the extensive facilities for medical 
eaucation that hospitals control. 

These thoughts were reinforced by the receipt, in rapid 
succession, of several letters from hospitals that were 
greatly troubled because, after years of peaceful existence 
as staff or closed hospitals, they were being forced, by 
the agitation of outside physicians and their sympathizers, 
to reconsider the basic principles of their organization. 
It seems that wherever hospitals set up a privileged class 
of practitioners, a natural resentment is aroused which 
will not down. Even where, for the moment, no flaming 
antagonism appears on the surface, opposition smolders 
beneath, and thus every closed hospital may eventually be 
compelled publicly and conclusively, either to justify or 
to abandon its exclusiveness. 

I thought, finally, of the parlous state of the family 
physician, and especially of the country practitioner, and 
of the strong and ever stronger disinclination of medical 
graduates to lead lives of professional isolation, which, 
for a number of years, has been so conspicuously reflected 
in every general discussion of medical education. 

My assignment in the present symposium does not 
permit me to discuss at length the respective merits of 
the closed and open hospital; we shall learn from other 
speakers about the peculiar educational opportunities and 
responsibilities of these two contrasting types. But I can 


hardly proceed without referring briefly to at least one of 
the characteristics of the open hospital. 
It is to the credit of the open hospital that it brings 


into touch with an organized medical institution many 
physicians who, under a more restricted or exclusive 
hospital system, would be deprived of those helpful and 
stimulating medical contacts, without which they are in 
danger of deteriorating in medical knowledge and pro- 
ficiency from the moment of graduation from medical 
school. Granting that an open hospital is of necessity 
a relatively loose organization, in which uinformity of 
procedure is difficult of attainment, and from which the 
most systematic and illuminating study of groups of cases 
by organized teams of clinicians and laboratory men is 
ordinarily excluded, the open hospital nevertheless affords 
far better opportunities for fruitful clinical study than 
can be found in the lonesome and dreary circumstances 
of private practice. On this ground I have elsewhere 
urged that in every important centre of population there 
is need of open as well as of closed hospitals; but to-day 
I ask permission to recast, on far broader lines, the question 
of the open versus the closed hospital 

Proceeding from the basic idea that without a hospital 
connexion a physician of ordinary talents cannot mentally 
thrive. or, at least, that he is in grave danger of contracting 
loose nabits of thought, of becoming careless and super- 
ficial in his clinical methods, it follows that it is the duty 
of physicians to seek hospital connexions, and that it is 
equally the duty of those who control hospitals to facilitate 
such connexions. If anything can be done to liberalize 
the closed hospital without destroving its efficiency as a 
teaching and research center. it should be done: if any 
suggestion can be offered that will tend to improve the 
character of the service in open hospitals, it should be 
adopted: but these steps, however important in themselves. 
are of far less concern than the thought T present to-day: 
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namely, that the need of a hospital connexion for every 
practising physician should be the controlling factor in 
all community hospital organization. Leaving out of the 
picture for the moment physicians in sparsely settled 
centers where hospitals are and mus! for some time 
perhaps for all time—remain non-existent, [| submit that 
it would be wise for the American Medical Association, 
and for all other organizations that are interested in aiding 
the medical practitioner and in stimulating medical pro- 
gress, to unite in a determined effort to reform existing 
conditions, so that every physician, throughout the years 
of his active practice, may enjoy and may profit by the 
advantages of a healthy and progressive professional 
environment. 

It is not necessary here to contrast the unlimited 
opportunities for professional development which are open 
to the hospital physician, and the narrower professional 
life to which physicians without hospital connexions are 
contined (1 am using these terms, of course, with special 
reference to scientific proficiency and technical skill, and 
not with any idea of belittling the character or the achive- 
ments of the unattached family practitioner, who occupies 
a thoroughly dignified position as a useful member of 
society, and a highly privileged one with respect to many 
‘iner human relationships). This annual congress on 
medical education has made every effort to see medical 
education steadily and to see it whole; and, far from 
restricting its attention to problems of undergraduate 
teaching, it has repeatedly emphasized the need and 
importance of wider post-graduate instruction Three 
excellent papers, presented last year by Dr. Meeker, Dr. 
Manning and Dr. Butler, dealt with the subject of post- 
graduate teaching as a phase of university extension. 
These papers referred especially to the achievements of 
Pennsylvania and of North Carolina; a complete record 
of post-graduate medical teaching under university auspices 
would include an account of notable achievements of a 
similar kind in other states, among them my own state 
of New York, where remarkable progress in post-graduate 
teaching has been made during the last two years. But 
however valuable and important the opportunities that 
are thus created for the unattached physician, these oppor- 
tunities cannot in their ultimate development or extension 
do more than to still, temporarily, the knowledge-hunger 
of a very small proportion of the rank and file of the pro- 
fession. All honor to the exceptional men who so 
earnestly desire to overcome their professional disqualifi- 
cations or limitations that they are willing for a time 
to forego the emoluments of private practice in order that 
they may share the stimulating atmosphere of a modern 
hospital, may sit at the feet of worthy teachers, and may 
witness the progress or the cure of disease under con- 
ditions of careful observation and precise control. For 
such men, university extension teaching is a boon. But 
university extension teaching can do no more than create 
a special and limited opportunity; it functions locally and 
interruptedly in a field where educational processes should 
be at work universally and continuously. ‘ Running,’ it 
is said in one of La Fontaine's fables, ‘is of no use. 
The thing to do is to start in time.” The physician who 
would make full use of the knowledge of his age must 
start in time and keep going. 

I said a moment ago—and this is the burden of my 
argument--that the need of a hosnital connexion for 
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every practising physician should be the controlling factor 
in all community hospital organization. Just what does 
this mean—what can it be mage to mean—in actual 
practice’ 

Consider, first, counties or localities that are entirely 
without hospitals. The valuable reports of the Council oa 
Medical Education and Hospitals ot the American Medica! 
Association tell us how many of these there are and show 
how they are distributed. At first blush, it may seem 
idle to talk about providing hospital connexions for all 
the physicians in these districts, since without hospitals 
there can be no hospital connexions; but it is precisely 
in these localities that the opportunity exists for attaining 
the desired end with the least difficulty. These counties 
are without hospitals to-day, but at any moment a hospital 
project may be launched in any of them, indeed, next 
year, or the year after, some of these localities are certain 
to appear on the hospital map in a new color. Let 
each new hospital that begins with a clean slate be 
organized for the benefit of the entire medical profession 
of the locality. New hospitals can do this with compara- 
tive ease, for no entrenched privileges block the way. 
But slight obstacles even a new hospital may encounter. 
as a concrete case in my own experience will show. 

A little while ago | was invited by the citizens of a 
town of 15,000 inhabitants, who had never had a hospital, 
but who were about to establish one, to attend a public 
meeting called to discuss hospital organization. In the 
course of the debate it became evident that the towns- 
people were eager to make their hospital as widely useful 
as possible, but it was equally plain that some of the 
physicians present were thinking in terms of personal 
advantage. In a situation like this, an understanding 
of basic principles of hospital administration is invaluable: 
a hospital that is consciously movng toward a definite goal 
cannot be easily swerved from its appointed path. 

Here was a community that had never had a hospital 
and that had suffered grievously from the lack of one 
The townspeople knew that the medical practice of the 
town was on a relatively low plane, and they looked 
to the new hospital to elevate it; yet they were being asked 
to adopt a course that would have been beneficial to 
a mere handful of physicians instead of one that would 
raise the standards of the entire local profession. There 
were, of course, certain local physicians who were more 
competent than others, and it was proper to assign to 
these superior men the most responsible positions in the 
proposed hospital organization; but to have taken in these 
men alone, while thrusting out those who most sorely 
needed the hospital's aid and influence, would have been 
to perpetuate, for a majority of the local physicians, the 
deplorable effects of professional isolation, from which 
the hospital offered the natural and the only means of 
escape. In this situation it became my task to explain 
that one of the primary objects of community hospital 
organization is to provide a hospital connexion for every 
reputable medical practitioner, and | had the satisfaction 
of being assured subsequently that the community had 
subscribed to this principle and that the new hospital was 
being organized accordingly. This single experience shows, 
I think, that we are dealing to-day with a proposition that 
has important practical bearings. 

Let us consider, next. a community in which a hospital 
has already been established on rigid staff lines, and which 
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proposes to establish another. In the absence of any 
guiding principle, the second hospital is likely to copy 
the methods and organization of the first. If, however, 
the doctrine of universal hospital association is accepted 
as valid, the second hospital will be organized as an 
open hospital, and will offer a common meeting ground 
for the entire local medical fraternity. Its aim will be 
not to compete with the pre-existing staff hospital on 
the latter's ground, but to round out the medical organiza- 
tion of the community, and in its own way to make a 
contribution toward the spread of sound clinical practice. 

What bearing, if any, has the principle under discussion 
on the closed hospital? To me it suggests that without 
sacrificing those elements of strength which are charac- 
teristic of the well organized staff hospital, the closed 
hospital should utilize every possible means for widening 
its professional influence. Staff positions should be created 
for as many clinical and laboratory assistants as the service 
can healthfully absorb—and the number of men that can 
be comfortably tucked under the blanket of a hospitable 
staff organization is truly astonishing. The appointment 
of temporary volunteers who are capable of carrying on 
intensive studies which are beyond the capacity or the 
available time of the regular staff should be encouraged. 
Invitations should be extended to the practitioners of 
the neighborhood to attend clinical and pathologic con- 
ferences. Formal post-graduate teaching should be 
organized—under university auspices, if possible, indepen- 
dently of any medical school, if necessary. In some cases, 
facilities for the treatment of private patients may, without 
detriment to the hospital, be placed at the disposal of an 
associate or ‘courtesy’ staff. Diagnostic aid should be 
extended to unattached practitioners. Encouragement and 
practical assistance should be given to open hospitals 
that are sincerely striving to improve the quality of their 
work. The educational efforts of the county medical 
society should be seconded. A reasonable rotation in 
office should be insured by the adoption of rules pre- 
scribing age and service limits. The hospital should lend 
a willing ear at all times to unattached physicians who 
believe themselves to be the victims of an unduly narrow 
hospital policy, and who offer suggestions for extending 
the privileges of the hospital to a larger group. These 
are not fanciful or far fetched suggestions; they are all 
questions of policy and procedure which come up from 
time to time in actual hospital administration. | have 
indicated the manner and the spirit in which I believe 
such questions should be handled: and | hold that they 
cannot be treated otherwise by any hospital that is seeking 
sincerely to stretch its educational service to the widest 
practicable limits. 

Twenty years ago, the most pressing problem of medical 
education in the United States was that of undergraduate 
teaching. The organization of undergraduate instruction 
is still an unfinished chapter, but the actual treatment 
of the sick is influenced far more by mental habits formed 
by the physician after graduation than by the knowledge 
he acquires as an undergraduate student. The key to 
nearly everything that makes for efficient medical practice 
to-day is in the hands of the hospitals. Their duty is 
plain—they must open wide the door of opportunity, 
so that the entire medical profession may enter in, for 
the fruits of medical progress belong of right to the many, 
not to the few. 
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THE OVA OF ENTEROBIUS VERMICULARIS 


A METHOD OF COLLECTION FOR ROUTINE EXAMINATIONS 


H. J. Heinz, Px.D. 
Department of Parasitology, South African Institute for Medical Research, Johannesburg. 


Perhaps the most cosmopolitan helminthic parasites of the 
white population is the human pinworm or seatworm 
Enterobius vermicularis L. producing enterobiasis or human 
oxyuriasis. This worm is one of the few that does not 
require an intermediate host in order to re-infect man. 
When its infective eggs containing first-stage larva have 
been introduced into the alimentary tract, they hatch upon 
reaching the duodenum, thus setting free the larvae. These, 
without further ado, pass down the intestinal tract until 
they reach the lower bowel. During this migration they 
may temporarily attach themselves within the crypts of 
the jejunum and ileum to mature. Before reaching their 
destination they moult twice. In the lower intestine they 
become attached to the mucosa and complete their develop- 
ment and sexual maturity. 

The ‘females, after fertilization, develop great numbers 
of eggs (from 5,000 to 17,000) within the uterus. Due to 
the pressure exerted by all these intra-uterine eggs upon 
the oesophagus, the worm is compelled to release its hold 
upon the mucosa and begins to migrate within the lumen of 
the intestine. Under normal conditions the female pro- 
ceeds in the direction of peristaltic motion. Having reached 
the anus, it emerges to crawl about the peri-anal and 
perineal skin, depositing eggs all along its course and pro- 
ducing the well-known symptoms of pruritus. Shortly 
after this the worm dies. The details of the course of 
re-infection are commonly known, and need not be re- 
stated here. Some of the difficulties of removing an 
Enterobius infection lie in the fact that these eggs are 
so resistant to an adverse environment and find such easy 
access to the digestive system. 

From this brief sketch of the life cycle of Enterobius 
vermicularis it will be noted that eggs are normally not 
deposited within the intestine. Thus, one may not expect 
to find them to any great extent in samples of faecal 
matter. Even concentration methods for worm ova are 
very likely to fail in producing eggs of this parasite. Faust 
and Craig ' state that ova are usually not present in faeces 
of more than 5°, of infected individuals. 

The facility with which re-infection takes place demands 
not only perseverance during treatment, but also a reliable 


diagnosis of the presence of parasites. It has been the 
habit of some medical practitioners to submit for examina- 
tion faecal specimens of patients suspected of suffering 
from any type of intestinal parasite. Where, however, a 
provisional diagnosis of enterobiasis has been made, a 
different method of obtaining ova must be applied. 

Numerous methods especially adapted to collecting 
Enterobius ova have been devised. Most of them, how- 
ever, are practical only when the microscopic examination 
may be carried out immediately or soon after the specimen 
has been taken. Medical institutes receiving their material 
from greater distances, sometimes even through the post, 
cannot utilize these techniques. 

Jacobs? devised a method which was widely used with 
great success in the Hamburg Institute for Tropical Medi- 
cine, in carrying out large-scale examinations of school 
children for enterobiasis. I should like to advise hospitals 
as well as general practitioners to avail themselves of this 
method in sending in specimens for examination. 

A piece of Scotch cellulose tape is either held to the 
end of a wooden tongue blade, adhesive side out, and 
applied to the peri-anal and perineal skin, or the index 
finger is used in place of the tongue blade. Having 
accumulated the ova on the sticky side of the cellulose, 
it is then smoothly spread out on a microscopic slide 
(adhesive side down), labelled, and sent in. This procedure 
is best carried out shortly after the patient's awakening 
in the morning. In routine examinations of school 
children, the children are asked not to wash the anus on 
the morning designated for the examination. 


SUMMARY 


A brief outline of the life-cycle of Enterobius vermicularis 
is given describing the ovipositing habits of this worm. 
A technique by which Enterobius ova may be collected 
with greater success than usual is recommended for routine 
examinations. 
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VERENIGINGSNUUS : ASSOCIATION NEWS 


Mepicat ASSOCIATION OF SOUTH 


A meeting of this Branch was held in the Masonic Hall, 
Somerset East. on Saturday. 29 September. The President 
Dr. A. H. Vosloo, and Mrs. Vosloo, entertained members and 
their wives at a cocktail party at the Royal Hotel before the 
meeting. 

The following members attended the meeting: Dr. Vosloo, 
in the Chair.: Drs. Heathcote, R. Wylde, Lois Wylde, Gehle 
and Lynch from Grahamstown: Drs. W. J. Vosloo and D. 
Girdwood from Bedford; Drs. Henderson, van Gend, Swane- 
poel and Loxton and dental associate, Dr. Loots. from 


Arrica: Cape EASTERN BRANCH 


Somerset; and the Secretary. Dr. W. H. Craib of Port 
Elizabeth was the guest speaker. 

Dr. Vosloo welcomed the members and regretted that 
inclement weather had kept many more from coming. He 
said that this gathering was unique because it was the first 
Medical Association meeting to be held in Somerset East. 
He was delighted that on this occasion they were able to have 
Dr. Craib of Port Elizabeth as the guest speaker 

Cardiac Pain was the subject of the talk and Dr. Craib 


began by listing all the different diseases which could cause 
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pain in the cardiac area. He then discussed the many and 
various symptoms due to angina and coronary thrombosis 
and the differences which differentiated them. He emphasized 
that evaluation of symptoms and the patient's own history 
were of first importance in the diagnosis of both of these 
very serious diseases. He discussed some of the newer drugs 
used in their treatment and said that the increase in coronary 


The third annual report of the Peninsula Maternity Hospital, 


just published, makes interesting reading even to those only 
casually associated with the art of obstetrics. Based on the 
scheme advised by the Royal College of Obstetrics and 


Gynaecology, it offers comprehensive and statistical informa- 
tion at a glance. Almost every aspect of obstetrics ts covered 
in the 1,959 cases reviewed 

Impressions are not always true to fact and the experiences 
of others over a large series of cases can be of the utmost 
value in assessing the prognosis in any particular case 

This report covers over 1,900 hospital deliveries. The value 
of ante-natal care is reflected in the fact that out of a total of 
eight maternal deaths, only two cases had received ante-natal 
supervision. One died from cardiac failure, the other from 
post-partum necrosis of the anterior pituitary gland Two 
unbooked died of symmetrical cortical necrosis of the 
kidney 

Modern though conservative obstetrics is reflected in the 
caesarean section rate of 1.3% and an overall forceps rate of 
2.$ The lower uterine segment caesarean section § is 
practised as a routine unless circumstances render this im- 


cases 


Dr. N. A. Stutterheim, in ophthalmological practice in 
Johannesburg, has been awarded the Captain Scott Medal by 
the South African Biological Society for outstanding work by 


a South African in biology 
e award to Dr. Stutterheim is for his work on ocular 
imbalances and depth vision 


The National Council for the Care of Cripples in South Africa 
has issued a Directory of Orthopaedic Services, etc., available 
in the Union. Copies are obtainable from the National 
Council for the Care of Cripples, Twist and Kotze Streets 
Hillbrow, Johannesburg 


News has been received that Dr. J. Pasvol, formerly in general 


practice at Moorreesburg, has obtained the Diploma in 
Ophthalmology Dr. Pasvol intends spending another year 
overseas and is at present on the resident staff of St. Paul's 
Eye Hospital, Liverpool 


The Medical Christian Fellowship has arranged 
13 December 1951 at 8&8 p.m. at the home of Dr 
*Fikebome’. Grotto Road, Rondebasch. C.P Mr 
Williams, F.R.C.S.. of England, will speak on Some Christian 
Prot Medical Practice All interested practitioners are 
welcome to attend 


a mevting on 
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Back NUMBERS OF THE JoURNAL FoR 1948 


member who has available for 
South African Medical Journal 
them to the Editor, P.O. Box 


It would be appreciated if any 
disposal Nos. 6 and 13 of the 
published in 1948, would send 
643. Cape Town 


CATALOGUE OF Mepicat Books 


A selected catalogue of current medical books on a wide 
variety of subjects has been prepared by Hatchards Limited, 
187 Piccadilly, London, W.1, England. This firm will be glad 


to send a copy to any medical practitioner who applies for 


one 
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thrombosis cases was causing research workers all over the 
world to investigate the aetiology further. 

A vote of thanks was proposed from the Chair and a hope 
expressed that Dr. Craib would address the Branch again soon 


Ella Britten, 


Honorary Secretary 


ANNUAL RePoRT: 1948 
possible or inexpedient. Six patients who had had a previous 
caesarean section were delivered per vaginam, forceps being 
applied in two of the cases. 

A still-birth rate of 26 per 1,000 and a neo-natal death rate 
of 18 per 1.000 is recorded. Pre-eclamptic toxaemia ts still 
responsible for a large number of these deaths. The incidence 
of pre-eclamptic toxaemia in the Cape its still high, 8.1 of 
all admissions, the combined still-birth and neo-natal death 
rate in pre-eclamptic toxaemia cases being 12.2 

Post-partum haemorrhage occurred in 2.4 
where least expected. 

_ The incidence of syphilis was 2 
for non-Europeans. 

This report once again strikingly illustrates the desperate 
need for more hospital accommodation In this 40-bed 
hospital, the average number of patients at any one time was 
$5-60. The nursing staff allowed is based on the official figure 
of 40 beds. The extra burden carried by nursing nearly 
an extra third the number of patients can well be realized 
Morbidity and over-crowding go hand in hand 


of cases, often 


for Europeans and 14 


SUBSTITUTE FOR BLOOD PLASMA 


In a recent account published under this heading in New 
Preparations and Appliances, a synthetic substitute for blood 
plasma (marketed by May and Baker Limited) was incorrectly 
Stated as being obtainable from the Ethical Pharmaceutical 
Association of South Africa. 

Inquiries for this product should, of course. be made to 
Maybaker (S.A.) (Pty.) Limited, P.O. Box 1130, Port Elizabeth 


Empire Mepicat 


South African medical practitioners who are thinking of 
visiting the United Kingdom should get into touch with Dr 
H. A. Sandiford, Medical Director of the Bureau. at B.M.A. 
House, Tavistock Square, London, W.C.i, so that all 
facilities of the Bureau will be placed at their disposal. 

Medical practitioners will find the Bureau helpful in 
arranging accommodation as well as post-graduate courses of 
study. 


ADVISORY BUREAU 


the 


INTERNATIONAL SYMPOSIUM ON YAWS CONTROI 


An International Symposium on Yaws Control will be held in 


Bangkok. Thailand, on 14-22 March 1952, under the auspices 
of the World Health Organization in collaboration with the 
Government of Thailand During the week following the 


Symposium, a Field Demonstration and Training Seminar will 
be conducted, utilizing the facilities of the WHO Yaws Control 
Team in that country 

The Symposium, the first of its kind, will be an important 
milestone on the road toward the control of this disease, which 
adversely affects the health and economic development of 
millions of persons in under-developed tropical countries. All 
persons interested in the subject of yaws control are cordially 
invited to attend 

The programme will include papers and panel discussions on 
all phases of modern yaws control, including recent advances 
in the biology of the disease, antibiotic therapy, the extent 
and nature of the problem and the development and operation 
of yaws control programmes. Copies of the programme for 
the Symposium will be available about | February 1952 
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CHLOROMY 


CHLOROMYCETIN 
CAPSULES 


Chloromycetin (Chloramphen- 
icol, Parke-Davis) is effective 
against a wide range of infec- 
tions including bacterial and 
virus pneumonias, bacillary 
dysentery, bacillary and coccal 
urinary infections, whooping 
cough, infantile gastro-enteri- 
tis, salmonella food poisoning, 
surgical infections, typhoid and 
paratyphoid fevers, typhus and 
undulant fever. 


CHLOROMYCETIN 
CREAM 


Contains | per cent of Chloro- 
mycetin in a water-miscible 
ointment base. For topical use 
in the treatment of superficial 
skin infections including im- 
petigo, acute folliculitis, se- 
borrhoea-like 


tis and eczematoid dermatitis. 


streptodermati- 
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CHLOROMYCETIN 
OPHTHALMIC 
OINTMENT 
Contains | per cent of Chloro- 
mycetin in a special petrolatum 
ointment base. For use where 
prolonged action is required. 
It is particularly effective in 
bacterial and viral conjuncti- 
vitis and trachoma. High local 


concentrations are secured. 


ETIN PREPARATIONS 


CHLOROMYCETIN 
OPHTHALMIC 
SOLUTION 


Can be prepared from the pow- 
der provided, contaiving 25 
mgm. of Chloromyce\ a with 
a borate buffer. For use in bac- 
terial and viral conjunctivitis, 
trachoma and dacryocystitis, 
also as a useful adjunct in the 
treatment of keratitis and 
herpes zoster ophthalmicus. 


Vials of 250 mgm. Kapseals. In collapsible tubes containing 4 oc. collapsible tubes with The powder is supplied in vials 
oz. elongated nozzles. of 15 c.c. 
A 
PP: PARKE, DAVIS & COMPANY, LIMITED Hounslow, near London 


FURTHER INFORMATION FROM ANY BRANCH OF MESSRS. 


LENNON LTD. 


— 


; 
CALADRY| 


DAVIS & CO 


camphor and _ glycerin. 
but Is non-greasy. 

Caladryl is effective in allaying the burning and irritation of 
sunburn and in relieving itching due to insect-bites. It 
relieves pruritus associated with urticaria, dermatitis, minor skin 
affections, measles and chicken-pox, and is indicated in all forms 
of cosmetic allergy. 

For infants Caladry] may be used for napkin-rash and teething- 
rash. 


A Calamine-type Lotion containing ‘Benadryl’ 


CA LA DRYL 


Caladry|® is a smooth, creamy lotion containing 1 per cent of the 
anti-histamine and anti-pruritic agent Benadryl® with calamine, 
The lotion has emollient properties 


also 


In 4 fluid ounce bottles 


PARKE. 


& COMPANY. 


HOUNSLOW, 


Further information from any branch of LENNON LTD. 


DAVIS 


LIMITED 
near LONDON 
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GOLD 


Vitamin 


@ OCEAN GOLD HAKE LIVER OIL 
10,000 1.U. and 200 per gm. 
6-oz. and 3-oz. Bottles. 
@ OCEAN GOLD NO. 50. . . STONEBASS 
50,000 1.U. “A” and 5,000 LU. “D" per gm. 
5-c.c. Dropper Bottle. 
@ OCEAN GOLD CAPSULES 
5,000 1.U. “A” and 500 1.U. “D” per capsule. 
Bottles of 35. 
@ OCEAN GOLD HAKE LIVER OIL & MALT 


1,000 1.U. “A” and 200 LU. “D” par gm. 
Jars. 


RECOMMEND THESE PRODUCTS WITH 
CONFIDENCE . . . they are better in quality, 
better in presentation and far cheaper in 


price than the imported article. 


We supply in bulk to Hospitals, Clinics, etc—Samples, Literature and any further information forwarded on request 


VITAMIN OILS LTD., EAST QUAY, DOCKS, CAPE TOWN, P.O. BOX 1628 


BILIARY SUPPORT 


In diseases of the biliary tract uncomplicated 
with acute hepatitis, in functional hepatic in- 
sufficiency and in chronic passive congestion of 
the liver, the physician seeks first a cholagogue 
choleretic te give biliary support. 
The bile salts of Veracolate* cholagogue evacuant 
are in the proportion in which they occur in 
fresh bile and help to keep the natural bile 
thin and free flowing. Upon absorption, 
these bile salts act as choleretics and VERACOLATE 
facilitate biliary drainage. 
Available in bottles of SO and 100 tablets 


WM. R. WARNER & CO. 


(PTY) LTD., 6-10, Searle Street, Capetown. 
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Requests for copies should be sent to Dr. Frank W. Reynolds, 
World Health Organization, Palais des Nations, Geneva, 
Switzerland. Inquiries may be addressed to any Regional 
Office of the World Health Organization or to WHO Head- 
quarters in Geneva. 


Santa's APPEAL IN REGARD TO TUBERCULOSIS 


The National Health Council 


has confirmed its support of 
Santa’s Control 


Programme as approved by the Hon. the 
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Minister of Health, and supports the National Appeal in con- 
junction with the Riebeeck Tercentenary Festival 
Committee. 

The Council has accepted in particular the principle of 
Village Settlements as an important part of general tuber- 
culosis control and that the establishment of such settlements 
should be the function of Santa rather than of public 
authorities. The Council has further recommended that all 
assistance possible should be given by the Government towards 
the maintenance and establishment of such Settlements. 


IN MEMORIAM 


Dr. B. Vivier 


Dr. B. Vivier, Medical Officer to the South West 
Administration, passed away on 7 October 1951. 

He had been in poor health at the end of last year, and had 
to take a few months’ leave, but had resumed duty and was in 
office active and working as usual till the day before his death. 

Dr. Vivier was born at Beaufort West in 1898. He took 
his degree at the South African College, and then proceeded 
to Dublin, where he graduated M.B.. Ch.B. and B.A.O. at 
Trinity College. He practised for some years at Jansenville, 
where he married Miss Heydenreich, of that town. After 
taking the D.P.H. at the Cape Town University he joined the 
Natal Administration as Medical Inspector of Schools. In 
1937 he became Medical Officer to the S.W.A. Administration, 


African 


REVIEWS 


Mepicat History 

A Medical History of Persia and the Eastern Caliphate. 
By Cyril Elgood, M.A.. M.D., F.R.C.P. (Pp. 617 + xii, 
with 6 plates. 50s.) London: Cambridge University 
Press. 1951. 


Contents: 1. From the Earliest Times to the Death of Alexander. 2. From 
the Death of Alexander to the Foundation of Islam. 3. From the Founda- 
tion of Islam to the Death of the Caliph Harun-ul-Rashid. 4. From the 
Accession of al-Amin to the Caliphate to the Extinction of the Qurra 
Family S. The Place of Ophthalmology in Arabian Medicine 6. The 
Rise of the Buwayhid Family 7. Avicenna and Rhazes. 8&8. The Seljugs 
wnd the last of Caliphs. 9. Arabian Medicine in Theory 10. Arabian 
Medicine in Practice 1!. The Mongol Domination 12. The Empire of 
Tamerlane 13. The Safavids 14. The East India Company in Persia 
1S. The Early Qajars 16. The Mission of Sir John McNeill 17. The 
Introduction of Western Medicine 18. The Sanitary Council and the 
Quarantine Service 19 The Nationalization of the Medical Services 
20. Arabic Research and Medicine Index 


This book is more than a complete history of medicine in 
Persia. It is also the story of Persia, ancient and modern, and 
thus throws a revealing light on present-day happenings in 
that country. 

It is a work that is surely the labour and love of a lifetime 
and the medicine of earlier civilizations is described with a 
mass of interesting detail. 

Mohammedanism emerged a dynamic force in 800 A.D. 
and Arab medicine and Arab thought held sway for 500 years, 
though Mongolian Khans succeeded the Caliphs and they 
again were followed by a long line of mad Shahs. 

This period and the important role that medicine and Court 
Physicians played is described in glowing colours. We read 
another Arabian Nights, and tread the ‘Golden road to 
Samarkand’ and live again in the Baghdad of Haroun al 
Raschid and Avicenna. 

A new spirit came to the East with the Renaissance and 
investigation and observation (not erudition and philosophy) 
drove its nails into the coffin of Arab medicine; but the ghost 
was not laid for all time. It is interesting to reflect (as the 
author says) that the Hippocratic or Humoral System served 
the Arabs and Persions for 500 years and the Greeks and 
Romans for a 1,000 years before that. It is a theory which 
recognizes the body as a battleground of contending forces. 
It was shaken by Harvey and completely destroyed by the 
Materialists of the 18th and 19th Centuries. It was left to 


whick office he hela till his death. * He represented S.W.A. 
on the Medical Council. 

During his term of office there was a considerable expansion 
of hospital services, but a couple of the schemes that he 
worked for, a modern central hospital at Windhoek and a 
tuberculosis hospital, had to remain in abeyance owing to 
financial stringency. 

He was an able administrator, and was held in very high 
esteem by his staff. 

His keen sense of humour and friendly personality gained 
a wide circle of friends. 

He was fond of the open life, and spent most of his holidays 
fishing or hunting. 

We extend to his widow our sincerest sympathy. 


OF BOOKS 


Virchow to declare that ‘there is no such thing as a sick 
body disordered in all its parts’. 

Such materialism did not last long. First came the role 
of the central nervous system and its glandular control; then 
the breakdown between Body and Mind.  Psycho-somatic 
medicine was re-discovered and, though on a higher scientific 
plane, the cycle of thought has taken a complete turn, back 
through the ages to the medicine of the Greeks and the Arabs. 
The general reader knows but little of the Arab tradition in 
medicine. 

This work by an eminent scientist, orientalist and 
philosopher, is more than an introduction to a _ most 
fascinating phase in the evolution of present-day medicine. 


SPLEEN PUNCTURE 


Spleen Puncture. By Sven Moeschlin. 
figures and 32 tables. 30s.) 
Medical Books Ltd. 1951. 
Contents: Part I: General 1. Historical. 2 


Problems 4. Cellular Structure of Spleen 
Elements. 6. Lymphatic Series. 7 


(Pp. 229 with 55 
London: William Heinemann 


Technique 3. Cytogenet 
Fluid. §. Reticulo-Endothelial 
Immature Myeloid Cells from Haemo 
poietic Foci in the Spleen 8. Mature Granulocytes 9. Thrombocytes 
10. Cells of Lung Alveoli 11. Pathological Cells in Spleen Puncture 
12. Mitoses in Spleen Punctures 13. The Lymphocytes: Mitoses, Meta 
bolism, Life Span and Functions 14 Amitotic "' Cell Division is 
The Splenogram 16. Hypersplenism and Inhibition of the Marrow. Part 
Il: Special 17. The Splenogram in Splenomegalies 18. Non-Inflam 
matory Hyperplasias of the Spleen 19. Cirrhosis of the Liver. 20. Throm 
bosis of the Splenic and Portal Veins 21. Splenomegaly with Ectopic 
Foci of Blood Formation. 22. Osteosclerotic and Myelosclerotic Anaemias 
23. Haerolytic Anaemias 24. Pernicious Anaemia 25. Thrombocyto 
penia with Splenomegaly 26. Splenomegalies of Inflammatory Origin 
27 Inflammatory Granulomatous Con 


2 Chronic Splenomegalhes 28 
ditions 29. Hodgkin's Diseases of the Spleen 
Poly 


Disease Neoplastic 
31. Haemoblastoses (Leukaemias). 32. Paramyeloblastic Leucosis 33 
cythaerma Vera 34. Erythroleucoses and Erythroblastoses Eosino 
Basophile and Megakarvocyte Leucoses Primary Malignant 
Sarcomas of the Spleen 

Carcinomas and Cysts) 40 Degenera 


eticuloses and Reticulo-Endothetioses 37 
Storage Diseases of the Spleen 42 


Other Forms of Sarcomas 
tive Conditions of the Spleen. 41 
Actiology Summary Epilogue Bibho 


Splenomegaly of Uncertain 
graphy Index 


Examination of the blood and bone marrow has materially 
assisted haematological diagnosis, but even these procedures 


leave a residue of unsolved problems. It is in some of these. 
especially those with predominant splenomegaly, that splenic 
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puncture may be helpful Haematologists have usually 
refrained from puncturing the spleen in the belief that the 
procedure was not free from risk. Dr. Moeschlin maintains 
that this is erroneous Provided the cases are carefully 
selected and the technique adhered to (and he gives specific 
information on these points) little trouble need be aagticipated 
He writes from his own, probably unrivalled, experience of 
over 300 splenic punctures and describes his results and 
methods in detail 

There are sections on the appearances of the cells of normal 
and pathological states He also demonstrates how the 
technique may be used to study the effects of various 
therapeutic procedures, e.g. arsenic or irradiation on the 
cellular structure of the spleen. By comparing the appear- 
ances in the blood, bone marrow, lymph glands and spleen 
he is able to gain information regarding the distribution of 
various types of cell in the conditions studied. Much of this 
work is original and there is a lot of hitherto unpublished 
work. In addition, the relevant literature, mainly continental. 
is reviewed. The book is profusely and adequately illustrated 

The exact place of splenic puncture in clinical pathology 
has still to be determined, but there is little doubt that as 
a result of this book this procedure will be more widely used 
This volume will receive a warm welcome from all of those 
whose work lies in this field of medicine. 


DesicN oF EXPERIMENTS 


By Ronald A. Fisher. Sc.D.. 
with figures. Sixth Edition 


The Design of Experiments. 
F.R.S. (Pp. 244 + xv 


12s. 6d.) Edinburgh and London: Oliver and Boyd. 1951. 
Contents 1. Introductior 2. The Principles of Experimentation, Mus 
trated by a Psycho-Physical Experiment 3. A Historical Experiment or 
Growth Rat 4. An Agricultural Experiment in Randomised Blocks. § 
The Latin Square 6. The Factoral Design in Experimentation 7. Con 
founding 8. Special Cases of Partial Confounding 9 he Increase of 
Precision by Concomitant Measurements Control 10. The 


Fiducial 1}. The Measure 


n General 


Generalisation of Null Hypotheses 
ment of Amount of Information 


This useful manual now reaches its sixth edition, having first 
been published in 1935. It is a valuable exposition of statistics 
in relation to experiments 

The volume is. from the point of the average medical 
practitioner, an advanced treatment of the subject but it is 
difficult to see how the modern doctor can escape with no 
more than a nodding acquaintance with the scope of this 
book. It may be that insufficient attention is paid to these 
matters in the undergraduate medical curriculum. but 
Professor Fisher's contribution makes it possible for the 
practitioner with an interest in this field, if he has the neces- 
sary aptitude, to repair this defeet in his training 


NURSING 
Nursing. By Ruth A. Bagot, M.B_E. Second Edition 
Revised by Elizabeth C. Wilson. M.A. (Edin.). S.R.N. 
S.C.M. and Ethel Dodsworth, S.R.N.. S.C.M. (Pp. 172 
viii, with 39 figures. 6s.) London: Bailli¢re, Tindall 
and Cox 1951 
Contents: 1) Introductor Nursing Ethics and Hospital Etiquette 2 Ward 
Management 3. Ward Routine 4 the Patient Bed 
making 6 Observat f Excreta 7 perature 
Pulse and Respirations, Care of 
Rey 10. Stenhzation and Dress ratiot 
M. 12. Lotions and their Use 13. Enemata 14 Local Applica 
trons 1S Preparing Patient for Examination by Deo t 16 Bandages 
and Sptonts 17. Care of Cases Before and After Operation 18 Adminis 
trat { Drugs Different Methods 19 is of giving Fluid 
other than by M 2 srious Nursing Procedure of 
Babies and Small ¢ { Va s Medica fur 
Spe Splint ¢ Applications 2S. te 
tions 6. Nurs Treatr Eve. Far, Nose and Throat Cas 
27. Col ge Specime f Lab ry Tests P ara for X-Ra 
Index 
In these days when nurses seem to be expected to know s 
much and where nursing textbooks are so similar to those 
used by medical students. it ts refreshing to reid one whict 
is written in such a simple and straightforward manner Its 
original purpose was for the training of African nurses in 
Uganda Institutions in the Union which undertake such 
training will find it useful as an introduction to practical 
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nursing. It is easily read and would be easily understood. 
particularly by nurses who are studying in what is virtually 
a foreign language. 

This second edition has been revised to bring the work 
up to date. 


Primary CARCINOMA OF THE LIVER 


Primary Carcinoma of the Liver. A Study in Incidence. 
Clinical Manifestations, Pathology and Aetiology. By 
Charles Berman, M.D., B.Ch.Rand (Pp. 164 + xvi. With 
83 illustrations. 35s.) London: H. K. Lewis & Co. Ltd 
1951 


Geographical and Racial Distribution. 2 

Comment Summary of Incidence 

4 General Actiology. Clinical Classifica- 

Carcinoma of the Liver 3 
Group Hl—Febnle Cancer 


Contents: 1. Historical. Part 1 
Incidence of Primary Liver Cancer 
Part 1: Clinical Manifestations 
tion into Five Groups Typical 
Primary Cancer (Groups II-V) 6 
1V—Occult Cancer 8. Group V—Metastatic Cancer 9 
Differential Diagnosis of Typical Primary Liver Cancer il 
Diagnosis of Atypical Primary Liver Cancer 12. Prognosis and Treatment 
Summary of Clinical Manifestations. Part If: Morbid Anatomy. 13. Gross 
Pathology. 14. Histopathology. 15. Histopathology (contd.). 16. Metastases. 
17. Histogenesis and Summary of Pathology. Part IV: Aetiology 18. The 
Role of Cirrhosis in Primary Liver Cancer 19. Cirrhosis-producing Agents 
associated with Primary Liver Cancer. 20. Cancer Research. 21. Discussion 
and Summary of Aetiology Bibliography. Index 


Atypical 

Group 
Diagnos's 10 
Differential 


Dr. Berman has been studying primary cancer of the liver in 
the Bantu for the past 1S years, and his previous writings are 
collected in this monograph. We welcome it as a South 
African’s contribution to a subject of special interest and im- 
portance in this country. The field is completely covered, 
from the first separation from secondary cancer of the liver to 
the latest work on experimental carcinogenesis by butter-yellow 
and related dyes, and includes an important chapter on the 
geographical pathology of the lesion. This reveals a wide 
variation in Comen in different countries and races, and 
credits the African Bantu with the highest racial incidence. 

No one with any medical experience of the Native in South 
Africa or adjacent territories will doubt the undue frequency 
of liver disease, including primary carcinoma of the liver 
(P.C.L.), but the author's conclusion that P.C.L. accounts for 
$0.9°. of cancer in the Bantu races of Africa is so surprising 
that the grounds for this opinion merit investigation and 
discussion. It should be noted that the author uses the term 
cancer in its restriced sense. as a malignant epithelial 
neoplasm, and not for malignant disease in general; the not 
inconsiderable number of sarcomata is excluded, as are, with 
less justification perhaps, the malignant melanomata and all 
the cerebral tumours. 

From a study of the records of the Witwatersrand Native 
Mine Hospitals, Berman has established that when a young 
Bantu mine-worker develops or shows signs of a cancer during 
his stay of less than a year in the gold mines, the cancer 
is a P.C.L. in 8&5 of cases. In his first series, the years 
1925-1933 provided 229 examples of P.C.L. out of 270 cases 
of malignant disease, of which 253 were carcinomas. The 
grounds for diagnosis, whether post-mortem. biopsy or clinical. 
are not mentioned in the book, but in an earlier publication 
they are given as two-thirds by autopsy and on clinical grounds 
for the remaining third. In the following 11 years at the same 
hospitals he found 441 cases of P.C.L. out of 556 cases of 
malignant disease, of which 519 were cancers. For this larger 
series, however. no information is given on the grounds for 
diagnosis, either in this book or in the reference given. which 
merely refers one back to the book again. nor is there any 
discussion on the remarkable increase in numbers of PC l 
in the second series, almost 60°. more per annum than in the 
first 

Berman's own opinion on the diagnosis of P.C.L. is that 
clinical data must be considered merely as suggestive evidence 
of the disease. and that for certain diagnosis one requires. 


in addition, histological findings. Few of us will disagree 
with that opinion, and it is unfortunate that of these 670 
cases of P.C.L. which play such an important part in the 


estimated incidence of the disease in the Bantu, we do not 
know how many are proven cases and how many are labelled 
on clinical evidence only. But even if we assume that in the 
second larger series no more than one-third were diagnosed 
on clinical grounds only and that the diagnosis in all these 
cases were correct (a most unlikely event) it is doubtful if we 
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can express any opinion about the incidence of P.C.L. to other 
types of malignant disease in the life span of these mine- 
workers. All we can say is that P.C.L. is by far the commonest 
cancer in a restricted group of Bantu males of an average age 
of 30 years, when the ordinary cancers of the intestinal tract 
have hardly begun to take their toll, and we have no informa- 
tion on the frequency and type of cancers which these mine- 
workers may subsequently develop. 

The author’s evidence for a 50.9% incidence of P.C.L. in 
the Bantu of both sexes relative to all other cancers is given 
in Table VI of the present monograph. The heading indicates 
that the figures are obtained from pathological, autopsy, 
clinical and official records, but those for South Africa, though 
they account for 1,336 out of the total 1,425 cases of P.C.L., 
are not detailed; merely the total figure is given. 

We have tnen an inseparable mixture of figures of cancer 
incidence of widely varying validity and significance. Those 
originating in material sent to a pathological laboratory can- 
not be accepted as indicating anything other than the types 
of tumour which are most frequently sent for histological 
diagnosis. Such material is usually selected, and tumours 
readily diagnosed by clinical examinations or by morbid 
anatomy may not be sent for histological confirmation. The 
figures based on cases diagnosed on clinical grounds only must 
also be rejected, but unfortunately the table gives no indica- 
tion what proportion of the cases of P.C.L. falls into these 
two categories. The findings at post-mortem are valid, but 
we do not know how many of the 1,336 have been so 
diagnosed, and it seems odd that Strachan’s well documented 
series is not included. The relative age and sex distribution 
is not given, and the effect of loading the Bantu P.C.L. 
incidence by including a disproportionate number of young 
Bantu males who rarely show any cancer other than P.C.L., 
is clearly evident in comparing the figures in this book with 
those previously given by the author. In 1940, in what ts 
basically the same table, he gives the P.C.L. incidence in the 
Bantu of both sexes and presumably all ages as 37.4", of 
all cancers, and the increase by about half to the 50.9 
incidence of the present book has been obtained by adding 
the 441 cases of P.C.L. found in young mine-workers in the 
years 1934-44. If as many cases are encountered in these mine- 
workers in the next 10 years and are added to the table, the 
general Bantu P.C.L. incidence will be put up to 60%, or 
more. 

It is evident from this that Berman's use of the scanty 
data available is unwarranted; all workers in this field are 
certain that P.C.L. in the Bantu is a relatively common lesion, 
but we just do not know what its incidence is relative to 
other cancers, except in the young Bantu mine-worker. We 
can but echo the author's own words from a previous publica- 
tion, that in the absence of vital statistics, etc. ‘no reliable or 
even approximate information on the prevalence of malignancy 
in the aboriginal races in South Africa can be obtained*®. We 
do not think that conditions have significantly altered in the 
15 years since that was written. 

The reviewer hastens to add that criticisms of this kind are 
not to be applied to the rest of the book. The chapters on 
the clinical manifestations are of especial interest in view 
of the author's unrivalled experience, and the pathology ts 
adequately covered and well illustrated. A full bibliography 
is appended. 

All will agree that the undeniably high frequency of 
nutritional diseases in the native African calls out for atten- 
tion. There seems little doubt that a timely modicum of suit- 
able protein would greatly diminish the number of permanently 
diseased livers, but would it also diminish the incidence of 
P.C.L. in the young Bantu? Is P.C.L. the result of long 
continued insults to the liver from dietary deficiencies, is it 
due t@ the action of carcinogens present in normal diets but 
inactivated by a healthy liver, or is it the result of absorption 
of unknown carcinogenic agents which produce their effects 
whether the liver be healthy or not? Is the pathogenesis of 
P.C.L. in the young Bantu the same as in older Europeans? 
These and many other questions are raised in this monograph. 

The matter is one crying out for investigation, and it would 
seem reasonable and desirable that this could best be studied 
in South Africa where the materials are all too plentiful. 
It is patent that much essential information on incidence is 
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lacking, and this might weil have a certain amount of priority. 
At all events we have little doubt that by the publication of 
this monograph, the author will achieve his aims of drawing 
attention to the problem of P.C.L. in the Bantu and of 
stimulating investigations into its causation. 


HEADACHE 


Headaches. What Causes Them. How to Get Relief. By 
Noah D. Fabricant, M.D. (Pp. 149 + xi. 7s. 6d.) 
London and New York : Staples Press, Limited. 1951 


Contents Prelude to Headaches 1. Headache Case History 2. The 
Headache and Eye 3. Facial Neuralgias and Pains-in-the-Neck a 
Headaches and the Nose S. Sinus Headaches 6. Migraine 7. Psycho- 


genic Headaches 8. Talk-of-the-Town: High Blood Pressure and Con- 
stipation 9. Headaches and Brain Disturbances 10. A Variety of Head 
aches 11. Headaches summed up, Index 


A tendency has arisen to bring medicine to the lay public. 
Through the medium of articles in lay journals, the press and 
books written in non-technical language, the public is in- 
structed about various diseases, symptoms and therapeutic 
discoveries. While the days when medicine was shrouded in 
mystery are past, such attempts at taking the public into the 
doctor's confidence are not entirely without risk. This little 
book is another such communication. 

It is written in plain, semi-technical, conversational style. 
The author has succeeded in conveying that headache is only 
a symptom that has a multitude of causes. The chapter on 
psychogenic headaches is written with understanding and 
insight into this very difficult entity. Throughout the book, 
while taking care not to give cause for alarm, there is the 
underlying encouragement to consult a competent authority 
with the promise that that is the best way to a correct 
diagnosis and relief of symptoms. 

The author reveals an understanding of both the subject 
and the patient, though one may take exception to the state- 
ment that ‘virtually all patients with high blood pressure, 
however, will complain of headaches sooner or later . j 


ESCHERICHIA AND KLEBSIELLA TYPES 


The Differentiation of Escherichia and Klebsiella Types. 
By F. Kauffmann, M.D. (Pp. 57 + x, with ix Tables. 
1Ss.) Oxford: Blackwell Scientific Publications. United 
States of America: Charles C. Thomas. 1951. 


Contents Section A Biochemical Differentiation 


1. Diffe 

Between Escherichia and Klebsiella Types 2. Media A. Fluid Media. 
B. Solid Media 

Secuon B- Serologic Ditferentiation 3. General Serology: A. Escherichia 
Group B. Klebsiella Group 4. Serologic Technic A. Preparation of 
Antigens B. Preparation of Sera € Agglutination D. Capsular 
Swelling t Absorption Determination of Escherichia Antigens 
A © Antigens B. K_ Antigens « Antigens 6. Diagnostic 
Escherichia Antigenic Schema 7. Determination of Klebsiella Antigens 
A. © Antigens B. K. Antigens 8. Diagnostic Klebsiel'a Schema 9 
On Fscherichia Strains from Infantile Epidemic Gastro-Enteritis References 


The author, in conformity with Bergey's Manual, divides the 
tribe Escherichia into only two types, Escherichia and 
Klebsiella The latter includes those organisms formerly 
known as Aerobacter, Klebsiella, Friedlander, Ozaena and 
Rhinoscleroma. The first division is made on biochemical 
activity, typing is based on antigenic structure and finally sub- 
types are recognized by biochemical means again. 

In Escherichia 110 O° groups have so far been recognized, 
but only the first 25 are in the diagnostic scheme, sub-groups 
being defined by means of the ‘envelope’ or *K’ antigens 
There are three types of antigen—L’*, ‘B’ and ‘A’, 
only the last being usually associated with a capsule. *H’* 
antigens are also employed in the classification. All the 
organisms are monophasic. The subject is one of extreme 
complexity but Kauffmann and other workers in this field 
have managed to reduce it to manageable proportions, for 
their own use at any rate. Other laboratories are unlikely 
to be able to tackle the problem for some time to come. 

Klebsiella, by contrast, ‘3 comparatively simple, having only 
three ‘O”" groups and 14 capsular antigens, all of ‘A’ type. 
The complication here is that many strains are isolated in 
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the "R° form. In both groups, however, a comparatively 
small number of strains tends to turn up repeatedly Irom tn 
same type of material. 

In the last chapter the author analyses a number of 
Escherichia strains from infantile gastro-enteritis outbreaks in 
America, Britain and the Continent. These all belong to a 
new ‘O° group, No. 111 and show two new envelope antigens 
of type 

This is a book every bacteriologist should read, but it will 
have little appeal for others. 


SURGERY OF Wrist INJURIES 


Die Chirurgie der Typischen Handwurzelverletzungen. 
Heft 3. Von Dr. med Bernhard Janik, Oberarzt der 
Klinik. (Pp. 96 mit 37 abbildungen. 1.40 DM.) Halle: 


Carl Marhold Verlagsbuchhandlung. 1950. 

This little book on surgical injuries of the wrist joint is written 
in German. It is a collection of several articles that have from 
time to time appeared in the literature about the most common 
forms of injuries affecting the carpal joint. These articles 
have been made use of as short chapters, the aim of the book 


Suppen Deatn Dut to Aim 


To the Editor: An article by Dr. J. J. Prag dealing with the 
above subject is of more than usual interest in that he mentions 
the sudden and delayed type 

However, there are two features which warrant criticism 
Firstly, a study of the bibliography (six references) would 
indicate that sudden death due to air embolism has only 
recently been observed. Apart from some references to very 
early cases-—the first case apparently was reported by 
Beauchesne in 1818—the continental medical literature from 
about 1864 contains numerous articles on the subject. Max 
Richter of Munich. Germany. in his classical textbook 
(Gerichtsarztliche Diagnostik und Technik, 1905) describes the 
technique for demonstrating air embolism. Secondly, Dr. Prag, 
in such a valuable article, should have emphasized the danger 
of an air embolus being frequently overlooked. The 
inimitable wording issued as a directive by the eminent 
authorities of the famous Medico-Legal Institute of Vienna 
on air embolus should be known to all medical practitioners 
authorized to perform medico-legal autopsies: ‘Bei der 
gewOhnlichen Vornahme der LeichenOoffnung kann bekannter- 
massen die Luftembolie tibersehen werden. Am _ Institut fiir 
Gerichtliche Medizin in Wien ist es daher  prinzipielle 
Geptlogenheit, die Leichenoffnung einer im czeugungsfahigen 
Alter angeblich plétzlich verstorbenen weiblichen Person und 
bei allen unklaren Todesfillen solcher Frauen unter Bedacht- 
nahme auf die Mdglichkeit einer vom Genitale ausgehenden 
Luftembolie vorzunehmen.’ 

Dr. G. Forbes in Air Embolism as a Complication of Vaginal 
Douching in Pregnancy. Brit. Med. J. 1944, 2, 529 (not 259 
as in the bibliography by Dr. Prag) states: ‘In the entire 
absence of any history to suggest it, the possibility of an air 
embolism was not thought of before autopsy. and consequently 
the special technique usually followed in such cases was not 
adopted. 

The wisdom of the old Vienna School of Forensic Medicine 
has not been sufficiently appreciated. During the last 18 
years no case of air embolism has been overlooked at this 
Institution 

On the whole there ts little that is new in Forensic Medicine 
and one is reminded of a passage from the Book of 
Ecclesiastes, Chapter 1, Verse 9: ‘The thing that hath been, 
it is that which shall be; and that which is done is that which 
shall be done, and there is no new thing under the sun.” 

As a matter of interest, William Shakespeare in Henry V/ 
gave a vivid descripton of manual strangulation and its 
differentiation from sudden death. The words are spoken by 
Warwick 


(Second Part of King Henry VI, Act IIL, Scene IL) 


‘See how the blood is settled in his face 
Oft have I seen a timely-parted ghost 
Of ashy semblance 


meagre, pale, and bloodless, 
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being to make them accessible in book form to the practising 
surgeon. 

It is pointed out that many obscure points do occur in 
practice in the diagnosis of traumatic wrist conditions. Of 
special importance are fractures and subluxations. 

Therapeutically, special attention is directed to operative 
technique which, it is hoped, will be of heip to the practising 
surgeon. 

Reference is made to the anatomy in so far as this is of 
practical importance; while the problems of the fractures of 
the scaphoid bone have been treated in greater detail, because 
their treatment gives rise to so many difficulties. 

With respect to dislocations of the lunate bone, stress has 
been laid on diagnosis, as this is very often not effected in 
practice. 

Points about treatment in general are discussed in the 
informative chapter on necrosis of the lunate bone and the 
book ends with a table setting out the aetiology. clinical 
symptoms, X-ray appearances, prognosis and therapy of the 
distortions with which one meets, as well as the fractures 
of the scaphoid. The diagrams and X-ray photographs are 
clear and very helpful to the reader. Those of our colleagues, 
who can read German, should derive much practical help 
from this little book. 


Being all descended to the labouring heart; 

Who, in conflict that it holds with death, 

Attracts the same foraidance ‘gainst the enemy: 
Which with the heart cools, and ne'er returneth 

To blush and beautify the cheek again. 

But see, his face is black, and full of blood; 

His eye-balls farther out than when he liv'd, 
Starting full ghastly like a strangled man; 

His hair uprear’d, his nostrils stretch'd with struggling: 
His hands abroad display'’d, as one that grasp'd 

And tugg’d for life. and was by strength subdu'd: 
Look on the sheets, his hair, you see, is sticking: 
His well-proportion’d beard made rough and rugged. 
Like to the summer's corn by tempest lodg’d. 

It cannot be but he was murder'd here: 

The least of all these signs were probable.” 


H. MacKintosh, 
Medico-Legal Pathologist. 


Johannesburg. R. 
27 October 1951. 


MEDICAL PRACTICE WITHOUT REGISTRATION 


To the Editor: Cases have recently occurred where medical 
practitioners have commenced practice in South Africa without 
being registered by the Council either as medical practitioners 
or interns. Cases have also occurred where medical prac- 
titioners have come to South Africa at the request of particular 
patients in order to perform acts pertaining to the calling of a 
medical practitioner and they have performed these acts without 
being registered. 

At the last meeting of the Council I was instructed to make 
it known that registration is necessary before anyone can 
perform the acts of a medical practitioner. I shall therefore 
be glad if you could publish this letter in your Journal or else 
give publicity thereto in some other way. 

The Medical, Dental and Pharmacy Act provides that any 
person not registered as a medical practitioner or as an intern 
who, for gain, practises as a medical practitioner (whether or 
not purporting to be registered) or performs any act specially 
pertaining to the calling of a medical practitioner; or pretends 
or holds himself out to be a medical practitioner or an intern. 
shall be guilty of an offence and liable on conviction to a fine 
not exceeding £100. . 

Furthermore, it is both illegal and unethical for medical 

ractitioners and interns who are registered by the Council to 
Re associated with or assist at the performance of acts 
pertaining to the calling practitioner by 
unregistered persons. 


of medical 
Wm. Impey. 

S.A. Medical and Dental Council, Registrar. 

P.O. Box 205, 

Pretoria. 

& November 1951. 
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highly effective for 
infections of the eye 


S. 


Stabilized 


ALBUCID 
Kye Drops 30% 


(Sodium Sulphacetamide 30 per cent.) is especially suited for 
repeated use topically in eye infections. Effective against a 
variety of both gram-negative and gram-positive organisms, it 
cures most acute eye infections with little risk of sensitization. 
For treatment, instill one drop every two hours or less frequently 
according to severity. Following removal of a foreign body, 
instill one drop four to six times daily for two days. 

STABILIZED ALBUCID EYE DROPS 30 per cent. is available 
in 1S cc. eye-dropper bottles. A 10 per cent. OPHTHALMIC 


OINTMENT is available for application to lids and conjuctiva. 


MANUFACTURED IN THE UNION OF SOUTH AFRICA BY 
SCHERAG (PTY.) LIMITED JOHANNESBURG 
FOR »NO UNDER THE FORMULA AND TECHNICAL SUPERVISION OF 


CORPORATION + BLOOMPIELD, 
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Where pregnancy 
is contra-indicated... 
doctors recommend 


hOROMEX 


KOROMEX JEL!"Y and CREAM, used alone or in 
combination with a Koromex Diaphragm, have proved 
over 23 years to be contraceptives of the highest quality, 
embodying all the necessary prerequisites for selective 
pregnancy control. Non-irritant, non-staining, and of 
high bactericidal effect, the inherent stability of Koromex 
Jelly and Koromex Cream assures maintenance of physical 
and chemical properties 
— @ The KOROMEX Plastic Sanitary Pack contains sample 
— tubes of Koromex Jelly and Koromex Cream, together with 
a scientfically designed pure rubber latex Koromex Dia- 
phragm. A chart for fitting the Diaphragm will be sent 
on application 


CHEMICAL COMPANY LIMITED 


P.O. Box 3754, Johannesburg 


The history of the “OLD MUTUAL” 
Za is the history of 
South Africa 


LD MUTUAL Your Friend for Life 


erate Office for Fire and Casualiy Insurance South African Liberal Insurance Company Limited 


The O 
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BANDAGING oF A Displaced semi-lunar cartilage 
sy Elastoplast 


The following method of bandaging a knee after 

reduction of a displaced semi-lunar cartilage, or for 

minor knee injuries, is both simple and efficient. 

It provides the necessary amount of support and 

protection required and is comfortable for the patient. 

The dressing will remain undisturbed despite 

movement of the joint. With the knee slightly 

flexed, first apply two 10-inch strips cut from a 

3-inch Elastoplast bandage—one at each side of the 

patella (Fig. 1). Place a pad of cotton-wool at the 

back of the knee and then bandage firmly from well 

below to well above the knee with the remainder of 

the Elastoplast (Figs. 2, 3). 

The cotton-wool padding protects the skin against the constant chafing of the adhesive 
in this area, especially when the Elastoplast 
is left on for a lengthy period following the 
replacement of a cartilage. 


Fig. 2 below 


Elastoplast 


ELASTIC ADHESIVE BANDAGE 
Fig. 3 right 


ELASTOPLAST is made in England by . ; rah SMITH & NEPHEW (PTY.) LTD. 
T. J. SMITH & NEPHEW LTD., HULL P.O. BOX 2347 - - DURBAN 


What would you 
do about this 
processing 


KODAK (SOUTH AFRICA) LIMITED, CAPE TOWN, JOHANNESBURG, DURBAN 


Xxi 
4 
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Effective eliminations of endogenous 


KLIM is full-cream toxins 


milk in powdered form — 
SAFE, PURE and ALWAYS 
DEPENDABLE 


Asynergistic combination 
of Bile Extract, Yeast 
and Lactic Ferments. 


Indicated in 


= 
CONSTIPATION 


INTESTINAL 
STASIS and 
ALIMENTARY 
TOXAEMIAS. 


d Available in bottles of 50 
IN PREFERENCE ( | 7 bai Licerature and sample on request. tablets. 
THE WORLD OVER ‘s PHARMACAL PRODUCTS (PTY.) LTD. 


DIESEL STREET, PORT ELIZABETH 
Agents for 


o-Frer . Ltd. 
THE BORDEN COMPANY (South Africa) (Pty.) Limited 11d 12 Galldjerd Sweet, London, WC.1. 
Argus House, 63 Burg Street, Cape Town 


KM} 


Provincial Administration of the 
Cape of Good Hope 


HOSPITALS DEPARTMENT 
’ H SOMERSET HOSPITAL, CAPE TOWN: LECTURES TO 
For All Surgical Requirements STUDENT NURSES 


Applications are invited from registered medical practitioners 

including - to lecture to student nurses at the Somerset Hospital, Cape 
1 Town, in the following subjects 

Davis and Geck Sutures Ear. Nose and Throat-—12 lectures each per in both 

Surgicraft Suture Needles — official 


‘ Materia medica 12 lectures per annum languages. 
Scialytic Shadowless Theatre Lights Lecturers will be remunerated at the rate of £1 Is. per 


Optulle and Calgitex Surgical Dressings lecture 

Sterling Rubber Gloves Further particulars are obtainable from the Medical 

Zeal’s Thermometers Superintendent. Somerset Hospital. Green Point, Cape Town. 
ote Applications must be addressed to the Branch Representa- 

S.E.S. Sterilizers tive. Hospitals Department. P.O. Box 1487, Cape Town, and 

‘Lawson Tait’ Bedsteads must reach him not later than 22 December 1951 (Y 249859) 

Eldorado Radium and Accessories 


‘Thackray’ Surgical Instruments and 


Provinsiale Administrasie van die 


haap die Goeie Hoop 
HOSPITAALDEPARTEMENT 


SOMERSET-HOSPITAAL, KAAPSTAD: LESINGS AAN 
LEERLING-VERPLEEGSTERS 
Aansoeke word ingewag van registreerde geneeshere om lesings 
ae aan leerlingverpleegsters aan die Somerset-hospitaal, Kaapstad, 
te gee in die volgende vakke 


Oor. neus en keel —12 lesings elk per jaar! in albei 
Artsenyvkunde — 12 lesings jaar amptelike tale. 
Lektore sal besoldig word teen tl Is. per lesing 
301-303 Boston House, 23 Orion Nadere besonderhede is verkrygbaar van die Mediese Superin- 
Strand Street, 235 Bree Street tendent. Somerset-hospitaal, Groenpunt, Kaapstad 
Johannesburg. Aansoeke aan die Takverteenwoordiger, Hospitaal- 
_—— P.O. Box 2 departement, Posbus 1487, Kaapstad, gerig word en moet hom 


mie later as 22 Desember 1951 beretk mic (Y 249859) 
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South African Railways and Harbours 
Sick Fund 


APPOINTMENT OF RAILWAY MEDICAL OFFICERS : 
CROWN GARDENS 

Applications are invited from registered medical practitioners 
for the position of Railway Medical Officer, Crown Gardens, 
comprising the suburbs of Booysens, Booysens Reserve, 
Ophirton, Lakeview, Robertsham, Crown Gardens, Turffontein 
West. Haddon. Turf Club. Forrest Hill, Glenesk, Springfield, 
Selby, Stafford, Village Deep, Village Main, Wemmer, Chris- 
ville, Lindberg Park. and portion ot Turffontein west of Eloff 
Street (inclusive) with Village and Wemmer Jubilee Roads as 
northern boundary of district, at a salary of £666 per annum, 
plus fees and allowances prescribed in the Regulations of the 
Sick Fund. and with the night of private practice 

The salary will be subject to adjustment in accordance with 
the census of members to be taken on i April of each year. 

The appointment will be made in terms of the Regulations 
of the Sick Fund. and will be subject to termination on 4 
months’ notice being given by either side 

The successful applicant will be required to reside in the 
medical district. to take up the appointment on a date to be 
arranged, and to carry out his duties in accordance with the 
Regulations of the Sick Fund 

Applications should reach the District Secretary, Western 
Transvaal District Sick Fund Board. Room 342, Third Floor, 
New Station Buildings. Johannesburg, not later than 
29 December 1951, and should state 


1. Full name 

2. Qualification (when and where obtained) 

3. Experience (when and where obtained) 

4. Date of birth 

§. Country of birth 

6. Whether married or single 

7. Whether fully bilingual 

8. Whether South African citizen 

9. What Government appointment, if any, is held. 


Canvassing by or on behalf of any applicant is liable to 
disqualify such applicant 
Any further particulars may be obtained from the 
District Secretary at the above address, on application 
P. J. Kiem 
General Secretary 
(23) 


Johannesburg 
& December 1951 


McGill University 
DEPARTMENT OF PSYCHIATRY 

A limited number of openings for training are available in the 
Department of Psychiatry of McGill University. Montreal. 

Applicants must have graduated from an acceptable medical 
school and have had a general internship 

The four-year course is designed primarily to prepare 
individuals to enter the field of general hospital, community 
or university psychiatry, or to prepare them for research work 
in this field. Credit may be allowed for previous training. 
Shorter periods of instruction may be arranged as well as 
instruction in special fields Those accepted for traiming are 
assigned to one of the six university teaching areas in Montreal. 
These positions carry with them board and lodging and a small 
supend 

Applicants should write to the Chairman of the Department 
of Psychiatry, MeGill University, Montreal, Canada 

The opening date for the new session is 1 July 1952, and 
applications are being currently considered. 


For Sale 


One Gomeo anaesthetic and suction apparatus (Gomco pump), 
latest model, electrically operated, ideal for minor surgery and 
throat work, £80 or nearest offer 

One Bircher diathermy set, cables, pads, fitted for electro- 
surgery and all newest developments, latest model, AC/DC, 
£100 or nearest offer 

One Reichert research microscope, single and double eye- 
Pieces, movable stage. oil immersion, etc., latest model 
imported, £100 or nearest offer 

Write to ‘A. J. L., P.O. Box 643, Cape Town. 
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Siekefonds van die Suid-Afrikaanse 


Spoorwee en Hawens 
AANSTELLING VAN SPOORWEGDORKTER : 
ALBERTON ‘B’ 


Applikasies word van geregistreerde mediese praktisyns 
ingewag vir die betrekking van Spoorwegdokter, Alberton * B’, 
besteande uit die gebied suid van die treinspoor van Elsburg 
(duikweg) (tot by Dallasoorgang (uitsluitende die munisipale 
gebied van Elsburg), wes van Webberweg, suid van Beacon- 
weg en wes van Russelllweg (uitsluitende die Randse Lughawe), 
insluitende Elandsfontein No. 6 en Norton Kleinplasies, tot 
by die suidelike grens van Wadeville, insluitende Florentia 
(voorstad van Alberton) en tot die munisipale grens van 
Elsburg en die spoorwegtrajek van Elsburg (uitsluitend) tot by 
Roodekop (insluitend) en Angus (insluitend) teen salaris 
van £372 per jaar, plus ‘n Vervoertu. ie van £37 10s. per jaar, 
plus ‘n Werkswinkel toelae (Palmietfontein) van £30 per jaar, 
plus die gelde en toelaes wat in die regulasies van die Sieke- 
fonds voorgeskryf word en met die reg om privaat te 
praktiseer 

Die salaris is onderhewig aan wysiging in ooreenstemming 
die sensus van lede wat op | April elke jaar afgeneem 
moet word. 

Die aanstelling geskied kragtens die regulasies van die Sieke- 
fonds, en opsegging van dienste is onderworpe aan 4 maande 
kennisgewing deur een van beide partye 

Die suksesvolle applikant moet in die geneeskundige distrik 
woon, diens aanvaar op ‘n datum wat gereél sal word, en sy 
pligte ooreenkomstig die regulasies van die Siekefonds uitvoer 

Aansoeke moet die Distriksekretaris, Distriksiekefondsraad, 
Wes-Transvaal, Kamer 342, Derde Verdieping, Nuwe Stasie- 
gebou, Johannesburg, nie later nie as 29 Desember 1951 
bereik, en applikante moet die volgende vermeld: 

1. Volle naam 
Kwalifikasies (waar en wanneer verkry). 

Ondervinding (waar en wanneer verkry en opgedoen). 
Datum van geboorte 

Land van geboorte 

Getroud of ongetroud. 

Of ten volle tweetalig 

8. Of Suid-Afrikaanse burger 

9 Watter staatsbetrekking, indien enige. beklee word 

Werwing deur of ten behoewe van enige applikant stel so 
‘n applikant bloot aan diskwalitikasie 

Enige verder besonderhede wat verlang word, kan op aan- 
vraag van die Distriksekretaris by die bovermelde adres verkry 
word 


wits 


P. J. Klem 
Johannesburg Hoofsekretaris 
& Desember 1951 (23) 


Public Service Commission 
VACANCIES IN THE PUBLIC SERVICE 
1. The attention of medical practitioners, registered with the 
South African Medical and Dental Council, is drawn to an 
advertisement appearing in the Government and Provincial 
Gazettes of this week, inviting applications for the undermen- 
tioned posts 
Department 
Post Administration 
District surgeon Health (Pietersburg) *960x40-1120 
District surgeon Health (Bronkhorstspruit and *720 x 30-900 
Johannesburg) x 40-1020 
*Scale under review. Revised and probably improved scale will 


be announced in due course. 
> 


Salary Scale 


In addition to salary a cost-of-living allowance at the rate 
of £256 per annum (married) and £80 per annum, (single) is 
payable at present. 

3. It is emphasized that full and detailed particulars of quali- 
fications and previous experience (including military service) 
must be furnished but original certificates and testimonials 
should not be submitted. Application forms (2.83 and P.S.C, 
8 (a)) are obtainable from the Secretary, Public Service Com- 
mission, Pretoria, to whom filled-in forms must be addressed. 

4. The closing date for the receipt of applications is § January 
1952 (32369) 
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South African Railways and Harbours 
ve 
Sick Fund 
APPOINTMENT OF SURGEON SPECIALIST : 
PIETERMARITZBURG 
Applications are invited from registered specialists for the 
position of surgeon specialist, Pietermaritzburg and Northern 
Districts, at a salary of £1,206 per annum, plus the fees and 
allowances prescribed by the Regulations of the Sick Fund, 
and with the right of private practice. 

The salary will be subject to adjustment in accordance with 
the census of members to be taken on 1 April of each year. 

The appointment will be made in terms of the Regulations 
of the Sick Fund, and will be subject to termination on 4 
months’ notice being given by either side. 

The successful applicant will be required to reside at Pieter- 
maritzburg, to take up the appointment with effect from a 
date to be arranged, and to carry out his duties in accordance 
with the Regulations of the Sick Fund. ; 

Applications should reach the District Secretary, Natal 
District Sick Fund Board, Martin West Buildings, Smith Street, 
Durban, not later than 29 December 1951, and should state 
the following 

Applicant's full name 

Qualifications (where and when obtained). 
Experience (where and when obtained). 

Date of birth 

Country of birth. 

Married or single 

Whether fully bilingual. 

Whether South African citizen. 

What Government appointment, if any, is held. 
anvassing by or on behalf of any applicant is liable to 
disqualify such applicant. 

Any further particulars required may be obtained from the 
District Secretary at the above address, on application. 


~ 


P. J. Klem 
Johannesburg General Secretary 
& December 1951 (27) 
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Siekefonds van die Suid-Airikaanse 


Spoorwee en Hawens 


AANSTELLING VAN NARKOTISEER : 

PIETERMARITZBURG 
Applikasies word van geregistreerde spesialiste, of genees- 
kundige praktisyns wie in besit is van registreerbare kwali- 
fikasies, ingewag vir die betrekking van Narkotiseer, Pieter- 
maritzburg, en Noordelikedistrikte, teen ‘n salaris van £804 
per jaar, plus die gelde en toelaes wat in die regulasies van 
die Siekefonds voorgeskryf word, en met die reg om privaat 
te praktiseer. 

Die salaris is onderhewig aan wysiging in ooreenstemming 
met die sensus van lede wat op 1 April van elke jaar afgeneem 
moet word. 

Die aanstelling geskied kragtens die regulasies van die 
Siekefonds en opsegging van dienste is onderworpe aan 4 
maande kennisgewing deur een van beide partye. 

Die suksesvolle applikant moet op Pietermaritzburg woon, 
op ‘n datum wat gereél sal word diens aanvaar, en sy pligte 
ooreenkomstig die regulasies van die Siekefonds uitvoer. 

Applikasies moet die Distriksekretaris, Distriksiekefondsraad, 
Martin West-geboue, Smithstraat, Durban, nie later nie dan 
29 Desember 1951 bereik en applikante moet die volgende 
vermeld : — 

1. Volle naam. 

Kwalifikasies (waar en wanneer verkry en opgedoen). 
. Ondervinding (waar en wanneer verkry en opgedoen). 
Datum van geboorte. 

Land van geboorte. 

. Getroud of ongetroud. 

. Of ten volle tweetalig. 

. Of Suid-Afrikaanse burger. 

. Watter staatsbetrekking, indien enige, beklee word. 

Werwing deur of ten behoewe van enige applikant stel so 
‘n applikant bloot aan diskwalifikasie. 

Enige verder besonderhede wat verlang word, kan op aan- 
vraag van die Distriksekretaris by die bovermelde adres verkry 


word. P. J. Klem 
Johannesburg Hoofsekretaris 
8 Desember 1951 (27) 


Motor Industry Sick Benefit Fund 


(TRANSVAAL AND ORANGE FREE STATE) 
PART-TIME MEDICAL OFFICER FOR RUSTENBURG 


Applications are invited from fully qualified registered general 
practitioners in respect of the abovementioned appointment. 

The Fund operates on the closed panel system and the 
successful candidate will be required to provide consulting 
room, domiciliary and hospital service (when necessary) for 
members and their dependants Further details will be 
furnished on request 

Applications must reach the Secretary of the Fund, P.O 
Box 8477, Johannesburg, by Friday, 21 December 1951. 


(22 November 1951) 


Randiontein Estates Employees’ Sick 
Benefit Fund 


Applications are invited from registered surgeon specialists 
for the position of part-time consulting surgeon to the above 
Fund —Robinson Hospital 

Details of conditions pertaining to this appointment and the 
emoluments therefor are obtainable on application by bona 
fide applicants from the undersigned 

The successful applicant must be prepared to assume duty 
on 1 February 1952 

Applications addressed to the Secretary will be received up 
to noon on Monday, 7 January 1952. 


A. Browne 
Secretary 


P.O. Box 37 F 
Randfontein 


al . 
Transvaal Education Department 
School Medical Services 
POSTS FOR PART-TIME CLINICAL WORK 
Applications are invited for 3 posts of part-time medical practi- 
tioners at Krugersdorp, Germiston and Springs. 

Applicants must be Union citizens and fully bilingual with 
at least 3 years’ residence in South Africa. They must also 
be registered in the Transvaal. 

The work includes examination of school-going children 
with minor ailments, at the respective school clinics on fixed 
days twice a week, for 2 hours a day in the afternoon (2 to 4) 
with remuneration at the rate of £170 per annum. 

Applications with full particulars must reach the Chief 
Medical Inspector of Schools, P.O. Box 768, Pretoria, from 
whom further particulars may be obtained, not later than 
1S January 1952. (32327) 


Onderwysdepartement, Transvaal 
J 

Geneeskundige Skooldienste 

POSTE VIR DEELTYDSE KLINIEKDIENSTE 
Applikasies word gevra vir 3 poste vir deeltydse geneeshere 
op Krugersdorp, Germiston en Springs. Applikante moet 
Unie-burgers en tweetalig wees met minstens 3 jaar verblyf in 
Suid-Afrika. Hulle moet ook in die Transvaal geregistreer 
wees. 

Die werk sluit in, die ondersoek van skoolgande kinders met 
kleinere gebreke, aan die betrokke skoolklinicke, op vas- 
gestelde dae 2 keer per week.vir 2 uur per dag in die namiddag 
(2 tot 4), teen "n vergoeding van £170 per jaar (vir elke pos) 

Applikasies met volle besonderhede, moet die Hoof- 
inspekteur van Skole, Posbus 768, Pretoria, van wie verdere 
besonderhede verkrygbaar is, nie later as 15 Januarie 1952 
bereik nie. (32327) 
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. 
South African Railways and Harbours 
Sick Fund 
APPOINTMENT OF RADIOLOGIST : DURBAN 
Applications are invited from registered radiologists for the 
position of Radiologist (diagnostic) to the Sick Fund for the 
Durban and Coastal Districts, at a salary of £3.269 per annum, 
plus the fees and allowances prescribed by the regulations of 
the Sick Fund and with the mght of private practice. 

The duties will be X-ray examination of Sick Fund 
beneficiaries resident in Durban and Coastal Districts, 
including X-ray examinations of Sick Fund beneficiaries in any 
hospital, nursing home or sanatorium in Durban. where X-ray 
plants are available 

The salary will be subject to adjustment in accordance with 
the census of members to be taken on | April of each year. 

The appointment will be made in terms of the Regulations 
of the Sick Fund, and will be subject to termination on 4 
months’ notice being given by either side 

The successful applicant will be required to reside at 
Durban. to take up the appointment on a date to be arranged, 
and to carry out his duties in accordance with the Regulations 
of the Sick Fund 

Applications should reach the District Secretary, Natal 
District Sick Fund Board, Martin West Buildings, Smith 
Street, Durban, not later than 29 December 1951. and should 
State 

Applicant's full name 

Qualifications (where and when obtained). 
Experience (where and when obtained) 
Date of birth 

Country of birth 

Whether married or single. 

Whether fully bilingual 

Whether South African citizen 

9. What Government appointment, if any. is held 

Canvassing by or on behalf of any applicant is liable to 
disqualify such applicant 

Any further particulars required may be obtained from the 
District Secretary at the above address. on application 

P. J. Klem 
Johannesburg General Secretary 
8 December 1951 (27) 


Transvaal Education Department 
VACANCY—SCHOOL MEDICAL SERVICE 
Applications are invited for the post of part-time psychiatrist 
at the School Clinic. Johannesburg. Applicants must be Union 
citizens, bilingual with at least 3 years’ residence in South 

Africa and must be registered in the Transvaal 

The salary attached to the post is £205 (two hundred and 
five pounds) per annum and will be paid monthly. The 
appointment will be part-time for at least 4 hours (two 2 
hours session) per week at the Johanneseburg School Clinic 
by arrangement with the local Medical Inspector of Schools 
Service may be terminated by one month's notice on either 
side 

Applications stating full particulars of qualifications, age 
and experience must reach the Chief Medical Inspector of 
Schools. P.O. Box 768, Pretoria (from whom further particu- 
lars may be obtained). not later than 1S January 1952 

(32327) 


Fntokozweni Family Weliare Centre 
ALEXANDRA TOWNSHIP, JOHANNESBURG 


Applications are invited from registered medical practitioners 
for the post of full-trme medical officer to the Centre. Duties 
will include the planning of a family health service. and the 
integration of the medical programme with nutritional and 
other social and community services at the Centre. Experience 
in health centre work will be a recommendation 

The salary scale is £750» 25 £850 cost-of-living 
allowance. 

Applications. together with copies of testimonials to reach 
the Secretary. Entokozweni. cor. Twelfth Avenue and London 
Lane, Alexandra Township. P.O. Bergvlei, Transvaal. not 
later than 5 January 1951. 
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Siekeionds van die Suid-Afrikaanse 
Spoorwee en Hawens 


AANSTELLING VAN RADIOLOOG : 
PIETERMARITZBURG 

Applikasies word van geregistreerde radioloé ingewag vir die 
pos van Radioloog, Pietermaritzburg, en Noordelikedistrikte, 
teen ‘n salaris van £1,741 per jaar, plus die gelde en toelaes 
wat in die regulasies van die Siekefonds voorgeskryf word, 

die reg om privaat te praktiseer 

pligte sal bestaan uit ROntgen-ondersoeke van Sieke- 
fondsvoordeeltrekkers wat in Pietermaritzburg en Natalse 
Noordelike Distrikte woonagtig ts, insluitende ROntgenstraal- 
ondersoeke op Siekefondsvoordeeltrekkers in enige hospitaal, 
verpleeginrigting of gesondheidsinrigting in Pietermaritzburg, 
waar ROntgen-masjiene beskikbaar ts 

Die salaris is onderhewig aan wysiging in ooreenstemming 
met die sensus van lede wat op | April van elke jaar afgeneem 
word 

Die aanstelling geskied kragtens die regulasies van die 
Sickefonds en opsegging van dienste is onderworpe aan 4 
maande kennisgewing deur een van beide partye. 

Die suksesvolle applikant moet te Pietermaritzburg woon, 
op ‘n datum wat gereél sai word dienste aanvaar, en sy pligte 
ooreenkomstig die regulasies van die Siekefonds uitvoer. 

Aansoeke moet die Distriksekretaris, Distriksiekefondsraad, 
Martin West-geboue, Smithstraat, Durban, nie later nie dan 
29 Desember 1951 bereik, en applikante moet die volgende 
vermeld 
Volle naam 
Kwalifikasies (waar en wanneer verkry) 

Ondervinding (waar en wanneer verkry en opgedoen). 
Datum van geboorte 

Land van geboorte 

Getroud of ongetroud 

Of ten volle tweetalig 

8. Of Suid-Afrikaanse burger 

Watter staatsbetrekking, indien enige. beklee word 

Werwing deur of ten behoewe van enige applikant stel so 
‘n applikant bloot aan diskwalifikasie. 

Enige verder besonderhede wat verlang word. kan op aan- 
vraag van die Distriksekretaris by die bovermelde adres verkry 
word 


Abe 


> 


P. J. Klem 
Johannesburg Hoofsekretaris 
& Desember 1951 (27) 


Transvaalse Onderwysdepartement 
VAKATURE—SKOOLGENEESKUNDIGE DIENS 


Applikasies word gevra vir die betrekking van deeltydse 
Psigiater aan die Skoolkliniek. Johannesburg Applikante 
moet Unie-burgers en tweetalig wees met minstens 3 jaar ver- 
blyf in Suid-Afrika Hulle moet ook in die Transvaal 
geregistreer wees 

Dic salaris aan die pos verbonde is £205 (tweehonderd en 
vyf pond) per jaar en sal maandeliks betaal word. Die aan- 
stelling ts deeltyds en die suksesvolle applikant sal minstens 
4 uur (twee 2 uur sessies) per week diens by die Johannesburgse 
Skoolkliniek oorleg met die plaaslike Geneeskundige 
Inspekteur van Skole moet verrig. Die diens kan met ‘n 
maand wedersydse kennisgewing beéindig word 

Applikasies met volle besonderhede betreffende kwalifikasies, 
ouderdom en ervaring. moet die Geneeskundige Hoof- 
inspekteur van Skole. Posbus 768, Pretoria, van wie verdere 
besonderhede verkrygbaar is. nie later as 15 Januarie 1952 
bercik nie (32327) 


BRASS PLATES 


TO MEDICAL COUNCIL SPECIFICATION 
VICTOR C. GLAYSHER 


165 BREE STREET 


PHONE 
CAPE TOWN e 
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Transvaal Provinsiale Administrasie 
VAKATURES BY PUBLIEKE HOSPITALE 


Aansoeke word ingewag van kandidate met geskikte kwaliti- 
kasies vir die onderstaande poste by Publicke Hospitale in dic 
Transvaal 

Aansoeke moet gerig word aan die Geneeskundige Superinten- 
dent of Verantwoordelike Genvesheer van die betrokke Hospitaal 
en moet volle besonderhede bevat aangaande dic ouderdom, 
professionele, akademiese en taalkwalifikasies, ondervinding en 
huwelikstaat van die applikant en moet voorts ‘n aanduiding 
bevat van dic \roegste datum waarop diens aanvaar kan word 


Hospitaal | ahature Salaris fanmerkings 
Edenvale. Klinmiese Pato- £1,800 per Die pos is verbonde 
P.O loog (1) jaar aan die Edenvale- 
Raeden hospitaal en die be- 
kleér sal beskikbaar 
moet wees om diens 
te doen by enige 
hospitaal wat deur 
die Mediese Direk- 
teur van Publicke 
Hospitale van tyd 
tot tyd aangewys 
word 


Johanne s- Narkotiese £620-780- Moet ‘n geregistreer- 
burg Hospi- Registrateur 820-860 de mediese prakti- 
taalbestuur (1) syn vir ten minste 


en die Uni- 2 jaar wees 
versifeit van 
die Witwa- 
tersrand 
Klerksdorp Jumor Radio- £1,200 50 
loog (1) 1,500 


Moet dienste Klerks- 
dorp-, Wolmarans- 
stad- en Potchef- 
stroom-hospitale 
verrig. Plus ontbe- 
ringstoelae van £150 
per jaar 

Moet 'n geregistreer- 
de mediese prakti- 
syn wees 


Kliniese Assis- £620-780 
tente (Departe- 820-860 
ment van Ra- 

diologie) (2) 

Kliniese Assis- £620-780 
tent (Departe- 820-860 
ment van Ver- 

loskunde en 
Ginekologie) 

Hoof Bakterio- £1,800 per 
loog (1) jaar 


Pretoria 


Moct ‘n geregistreer- 
de mediese prakti- 
syn wees 


Bekleér sal in die ge- 
samentlike diens 
van die Departe- 
ment van Patolo- 
gie, Pretoriase Hos- 
pitaal en die De- 
partemente van Pa- 
tologie van die In- 
stituut van Patolo- 
gie, Universiteit van 
Pretoria werksaam 
wees 
Bekleérs sal in die 
gesamentlike diens 
van die Departe- 
ment van Patologie, 
Pretoriase Hospi- 
taal en die departe- 
mente van Patolo- 
gie van die Insti- 
tuut van Patologie, 
Universiteit van 
Pretoria werksaam 
wees. Van sukses- 
volle applikante sal 
verwag word om 
nagraadse studie in 
Patologiec te doen 
Van persone wat aangestel word, sal verwag word om bevre- 


Kliniese Assis- £620-780 
tente (2) 820 860 


8 December 1951 


digende sertitikate in te dien, asook om hulle te onderwerp aan 
*n geneeskundige ondersoek by die betrokke hospitaal. 

Aansoekvorms is verkrygbaar van die Provinsiale Sekretaris, 
Departement van Hospitaaldienste, Posbus 383, Pretoria 

Benewens jaarlikse salaris ontvang voltydse werknemers op 
die oomblik lewenskostetoelae, spoorwegkonsessie en word ver- 
lof toegestaan ooreenkomstig die hospitaal verlofregulasies. 

Die sluitingsdatum van aansoeke vir die pos is 17 Desember 
1951. (32364) 


The Medical Association of South Africa 


Die Mediese Vereniging van Suid-Afrika 
AGENCY DEPARTMENT : AGENTSKAP AFDELING 
JOHANNESBURG 


Medical House. 5 Esselen Street. Telephones 44-9134-5, 44-0817 
Mediese Huis, Esselenstraat 5. Telefone 44-9134-5, 44-0817 


PRAKTYKE TE KOOP : PRACTICES FOR SALE 
(Pr/S32) Johannesburg practice. Average annual gross receipts 


£1,500. Premium of £1,250 includes surgery equipment and 
furniture 
(P'09) Southern Rhodesia, partner required, Englishman 
preferred 


(Pr/S34) Progressive Transvaal town dispensing practice. 
Average gross income £3,500 p.a. Excellent surgical facilities. 
Owner going overseas. 

MEDICAL EQUIPMENT 
(1.019) Zeiss microscope. Condition as new. £55. 
(1/023) Heavy based Irrigator stand, height adjustabie, com- 
plete with glass flask and hook to carry vacolitre flasks. £7. 
(1/024) Bausch & Lomb microscope. Condition as new. Oil, 
high and low power lenses. Two eye pieces. £60 
(1/O2S) Instrument cabinet, £7 10s. 
B.G.E. Hanovia Ultraviolet lamp. Good condition. 


£25. 
(1.027) Examination couch, £7 10s. 


. 
KAAPSTAD : CAPE TOWN 
Posbus 643. Telefoon 2-6177 : P.O. Box 643, Telephone 2-6177 
PRAKTYKE TE KOOP : PRACTICES FOR SALE 

(821) Eastern Province hospital town. Gross cash receipts 
£2,200. Premium required £850 which includes drugs, furni- 
ture and instruments valued at £350. Mainly non-European 
at present but with definite scope for future 
(673) Natal. Average gross receipt £1,650 p.a. Prescribing. 
Premium required £1,275. One appointment £200 p.a. Good 
scope for expansion Double-storied seven-roomed house 
situated on 14 acres and separate surgery building for sale at 
£6,500. Surgery may possibly be rented by arrangement at 
approx. £8 p.m. Picturesque surroundings. Climate notably 
cooler than that of the coast. 
(746) Large dispensing practice, mainly non-European. Average 
annual cash receipts approx. £5.200. £5,500 required for 
premium, drugs and surgery furniture. Details on application. 
(350) Eastern Cape Hospital town Total gross receipts 
preceding 13 months £3,700. One appointment. Premium 
£1,500. House for sale at £3,000. Large bond available. £700 
rebate if appointment not transferred. Practice offers great 
scope for practitioner with surgical ability. 
(848) Cape Town, Southern Suburbs. Solus practice. Average 
annual receipts £2-088. Premium and terms open to discussion. 
Excellent opportunity 
(860) Noordelike Kaapprovinsie. Vooruitstrewende aangename 
hospitaaldorp met uitstekende  skole Venootskapspraktyk 
met kontant inkomste van £6.459 in afge'ope jaar. Twee aan- 
stellings. Uitstekende geleentheid vir snykunde. 
(895) Partnership share in specialist physicians’ practice. Details 
on application 
VENNOOTSKAP VERLANG : PARTNERSHIP REQUIRED 
(811) Partnership share in Cape or Natal in predominantly 
English-speaking practice with min. net income £2.500 p.a 
(892) Single. bilingual South African M.R.CS. (Eng), 
L.R.C.P. (Lon.), D. T. M. & H. (Lon.). F.R.C.S. (Ed. 1951), 
requires position as surgeon to a G.P. firm or work as a 
general surgeon with knowledge of tropical medicine. 


Xe Mepicat House, 35 Wale Street, Cape Town. 


=. Printed by Cape Times Ltd., Parow, and Published by the Proprietors, THe Mepicat AssociaTION OF SOUTH AFRICA, 
P.O. Box 643. Telephone 2-6177. 
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in Ameebiasis .. . 


one out of six patients 


showed no symptoms 


but all 34 patients in this study carried 
Endameeba hystolytica’ in their stools! Five 


were classified as asymptomatic and 18 were 


“persons with such poorly defined symptoms — 


that they would not normally seek medical 
assistance ... "’ but stool examination proved 
that all had amoebic dysentery. 

In these instances, a course of treatment 
with Milibis and Aralen was completely suc- 
cessful. 


new intestinal amcebacide, is one of the most 


Milibis—bismuthglycolylarsanilate—a 


powerful of the drugs commonly used against 


Endameeba hystolytica.* Yet its toxicity is so 
low that side effects are virtually unobserved. 

Aralen (chloroquine) diphosphate has been 
shown to exert a specific action on extra- 
The combination of 


Aralen with a superior intestinal anti-amcebic 


intestinal amoebiasis. 


drug such as Milibis furnishes adequate treat- 
ment of any ameebic infection. : 


HOW SUPPLIED: 


Milibis, tablets of 0.25 Gm; bottles of 50; 


Aralen, tablets of 0.25 Gm; tubes of 10 and 
bottles of 100. 


... high potency ... low im side effects 


ARA LEN —aiphoophate . for extra-intestinal amebiasis 


(Pty.) Ltd. 


* Towse, R.C; Berberian, D.A; and Dennis, E.W: New York Stote jour. Med.: 50:2035, Sept 1950, 
* Berberion, D.A; Dennis, E.W; and Pipkin, C.A; Am. Jour. Trop. Med.: 30:613, Sept. 1950. 
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MOSIDAL is offered for the prevention 
of nau 


is dlepensed only by or on the prescription = 
MOSIDAL 0.15 Gm. Tablets (Abbott) List 3816 are supplied 
in Bottles of = E 


JOHANNESBURG 
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